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Background: There has been an increasing shift from print to online publication of 
healthcare information with the advancement of the 4th industrial revolution. Whilst legislation 
has been released regarding the scope of practice (Allied Health Professions Act 63 of 1982) 
and ethics with regards to advertising online (2015 Code of Ethics, Including Guidelines for 
Good Practice and Guidelines for Making Professional Services Known), the monitoring of 
internet platforms is not mandated. This has allowed for unregulated and misinformed 
advertising practices amongst practitioners regarding website claims. There has been no 
research completed on the nature and compliance of South African chiropractic website 
claims, referencing or relating to the frequency of non-musculoskeletal conditions with 
respect to the chiropractic scope of practice in South Africa.  
 
Aim: The aim of this research was to identify the nature and prevalence of chiropractic 
website claims in South Africa related to the diagnosis and treatment of non-musculoskeletal 
conditions along with any clarifying explanation adequately justifying the claim. The survey 
also allowed investigation into any correlations between the prevalence of website claims 
and the following practice characteristics: access to medical aid reimbursement or coverage, 
geographic location, number of chiropractors, country of education and special clinical focus 
of the chiropractor(s) practising at their respective practice. 
Method: This research study was based on a similar survey conducted in Denmark. A cross 
sectional observational study design was followed. The sample group included all available 
websites sourced through Google and chiropractic.co.za. All 341 chiropractic websites 
identified were surveyed using a structured data collection tool, which was developed after 
a literature review and alongside the University of Johannesburg’s Statistical Consultation 
Services.  
Procedure: A self-administered survey was utilised to survey data advertised by registered 
chiropractors on their practice websites in South Africa. The nature of the information was 
free public access, which meant no active participation or withdrawal had to be factored. 
Following the completion of the survey, the website details were de-identified for anonymity 
 vii 
and confidentiality. The five most frequent website claims identified were used in 
crosstabulations with practice characteristics to reveal any trends and associations. 
Results: From the websites surveyed, 158 websites reported 524 non-MSK symptoms and 
diagnosis claims. Over half of the claims and four of the five most frequent website claims 
expressly referred to conditions specific to children. Less than a fifth of the claims provided 
adequate explanations. Practice characteristics data revealed greatly unequal geographic 
distributions amongst provinces. The majority of practices were located within the three 
major metropolitan areas. The overwhelming majority of practices were categorised as small 
(one chiropractor) followed by a quarter classified as large (two or more). Family practice, 
sport and paediatrics were the most commonly claimed areas special clinical focus. The 
majority of chiropractors commented on educational background in South Africa followed 
significantly less so by the USA and UK. Only a minority of websites offered medical aid 
coverage while the majority made no clear statement on the subject. Small statistically 
significant differences were found between the variables of practice size and practice 
location for a number of the five most reported non-MSK claims. There were no statistically 
significant findings reported for special clinical focus, educational background, or medical 
aid reimbursement or coverage.   
Conclusion: South Africa reported lower frequencies of non-MSK website claims compared 
to Denmark, but with a greater incidence of inadequate musculoskeletal evidence to support 
the claims. Nearly half of all websites made non-MSK claims without providing any or 
adequate musculoskeletal based explanations to justify their claims. This indicates that the 
professions online advertising behaviour is not well regulated. This research study has 
provided a clear insight into the nature and frequencies of non-MSK website claims made 
by chiropractors in South Africa, in the hope of inviting discussion on the matter and to 
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CHAPTER 1: INTRODUCTION 
 
 
1.1 Problem statement 
The chiropractic profession in South Africa is well-recognised nationally and internationally, 
with robust legislation to accept and regulate the profession. Since the release of the Allied 
Health Professions Act 63 of 1982, the role of chiropractors as health care practitioners and 
their scope of practice has been clearly defined (Allied Health Professions Council of South 
Africa, 2015a). This legislative foundation has enabled the competent and compliant practice 
of chiropractors within the healthcare system, which has allowed the profession the 
opportunity to develop on par with other health care professions.  
 
With the advancement of the 4th industrial revolution there has been an increasing shift from 
print to the online publication of healthcare information, and with this, the motivation and 
demand for healthcare practitioners to have an online presence in the form of websites- as 
a legal format to publicise their services. Whilst legislation has been released regarding 
parameters and ethics with regards to advertising online, the monitoring of internet platforms 
is not mandated, which may lead to non-compliance.  
 
There has been no research completed on the nature and compliance of South African 
chiropractic website claims, referencing or relating to non-musculoskeletal conditions with 
respect to the chiropractic scope of practice in South Africa. A 2020 study in Denmark 
investigated this very topic (Jensen, Agersted, Nielsen and O'Neill, 2020). The purpose of 
this research was to highlight the frequency of such claims, as well as their compliance with 
the legislating Act outlining the chiropractic scope of practice in the setting of South Africa; 
thereby establishing a researched body of information which may be assessed and utilised 
by various health profession stakeholders, governing bodies and associations.  
 
1.2 Aim of the study 
The primary aim of the research was to identify the nature and prevalence of chiropractic 
website claims in South Africa related to the diagnosis and treatment of non-musculoskeletal 
conditions along with any clarifying explanation adequately justifying the claim. The 




of website claims and the following practice characteristics: access to medical aid 
reimbursement or coverage, geographic location, number of chiropractors, country of 
education and special clinical focus of the chiropractor(s) practising at their respective 
practice. 
 
1.3 Benefits of the study  
The result of the survey is envisaged to increase the evidence of information regarding 
website claims by the chiropractic profession from online public access information, 
regarding website claims by chiropractors in South Africa and to present evidence of 
compliance with the scope of practice. In addition to identifying any correlations in practice 
characteristics (location, size, educational background and medical aid reimbursement 
coverage) with the frequency of the primary findings.  
 
The findings of this study may be compared with surveys completed by other health care 
sector professions of South Africa, or additionally from similar studies carried out in other 
countries. They are thereby allowing for interdisciplinary and interprofessional comparisons 
to be drawn in a local and global setting. Other possible outcomes of this study may indicate 
the need for stringent and routine screenings or protocols, of online sources for legal 
compliance; benefitting the public with legally appropriate and evidence-based information, 




















The aim of this literature review is to provide an overview of the chiropractic profession in 
South Africa and review the research on which the study is based on. This includes detailing 
the research available on the various facets of the study investigated such as chiropractic in 
South Africa, to incorporate history, practice distribution and the associations and institutions 
which govern the profession. Education institution course details and qualifications will be 
examined in South Africa, the United States of America, the United Kingdom and Denmark; 
in addition, the accrediting bodies will be described which accredit the institutions and review 
compliance to their Standards. Legislation and scope of practice pertaining to South African 
chiropractors will be defined. Medical aid will be discussed in the context of the healthcare 
system structure in South Africa. As well as non-musculoskeletal symptoms and the 
Denmark study, which this study was centred on.  
 
2.2 Chiropractic definition 
Chiropractic is defined by the World Federation of Chiropractic as "A health profession 
concerned with the diagnosis, treatment and prevention of mechanical disorders of the 
musculoskeletal system, and the effects of these disorders on the function of the nervous 
system and general health. There is an emphasis on manual treatments including spinal 
adjustment and other joint and soft-tissue manipulation." (World Federation of Chiropractic, 
2001).  
The World Health Organization defines chiropractic as "A health care profession concerned 
with the diagnosis, treatment and prevention of disorders of the neuromusculoskeletal 
system and the effects of these disorders on general health. There is an emphasis on manual 
techniques, including joint adjustment and/or manipulation, with a particular focus on 
subluxations." (WHO, 2005). Chiropractors make use of spinal manipulative therapy which 
involves "all procedures where the hands or mechanical devices are used to mobilise, adjust, 
manipulate, apply traction, massage, stimulate or otherwise influence the spine and 
paraspinal tissues with the aim of influencing the patient's health"; in addition to joint 
manipulation, which is "A manual procedure involving directed thrust to move a joint past the 




Outside of mainstream medical professions, chiropractic is the largest and most regulated in 
the category of complementary and alternative medicine. The last quarter-century has seen 
a focus on research output and increasing social awareness through national and global 
health campaigns, as well as a growing network of primary contact providers (Meeker and 
Haldeman, 2002). This has allowed chiropractors to offer the benefits of their services to 
more patients, who in acute or chronic cases of low back pain report a significant level of 
overall satisfaction and symptom improvement (Haas, Sharma and Stano, 2005). 
Chiropractic has aligned itself increasingly with medicine and allied health professions. 
Furthermore, the profession has engaged in professionalisation strategies to establish 
boundaries and delineate themselves from competitors. This involved statutory regulation 
foremost, followed by educational accreditation (Brosnan, 2017). 
 
2.3 The future of chiropractic  
In 2020, chiropractic celebrates its 125th anniversary; despite being a relatively young 
profession, the movement of the profession into private and public health systems has been 
progressive, with many health care professionals working cooperatively alongside 
chiropractors. The changes in opinion and professional views come about from the strides 
in research development and the promotion of evidence-based practice (Meeker et al., 
2002). Evidence-based medicine was defined, by Sackett, Rosenberg, Gray, Haynes and 
Richardson (1996) as "the conscientious, explicit and judicious use of current best evidence 
in making decisions about the care of individual patients" and consequently adopted widely 
by the medical and educational curricula (Ebral, 2016).  
 
As chiropractic evolved from craft to profession, there have been countless internal and 
external obstacles to challenge the realisation of an entirely accepted allied health 
profession. Walker (2016) set out a ten-point plan for a new chiropractic that correlates and 
addresses the growing concerns of a majority of the profession's constituents. These 
include: improving the pre-professional education of chiropractors, establishing a 
progressive identity, developing a special interest for the profession, marginalising the 
nonsensical elements of the profession, being pro-public health, supporting the legitimate 
organised elements of the profession, improving clinical practice, embracing the evidence-




The discussion on the identity and definition of chiropractic has been an ongoing source of 
inter-profession dispute. Meeker and Haldeman (2002) concluded in their report that the 
future role of chiropractors may be determined by their ability to commit to science-based 
practice and interdisciplinary cooperation; furthermore, coinciding with Reggars (2011) who 
believes that for further credibility and public utilisation of chiropractic, "it must base its future 
on science and not ideological dogma" referring to the fundamentalist approach and holding 
onto the promotion of the vertebral subluxation complex, which is hindering advancements. 
The General Chiropractic Council in the UK states that "The chiropractic vertebral 
subluxation complex is an historical concept but it remains a theoretical model. It is not 
supported by any clinical research evidence that would allow claims to be made that it is the 
cause of disease" (General Chiropractic Council, 2017). Furthermore, the European-South 
African Australian Education Collaboration position statement on clinical and professional 
chiropractic education states "The teaching of vertebral subluxation complex as a vitalistic 
construct that claims that it is the cause of disease is unsupported by evidence. Its inclusion 
in a modern chiropractic curriculum in anything other than an historical context is therefore 
inappropriate and unnecessary" on behalf of 9 institutions (University of Johannesburg, 
2015).  
2.4 Chiropractic in South Africa 
Chiropractic in South Africa has had a long and arduous journey to establish itself. Advances 
in visibility and legal representation have been achieved through efforts of associations 
representing the profession. The Chiropractic Association of South Africa (2020) reported 
the history of the profession from 1926 when the first practice was established in Adderley 
Street, Cape Town. In 1928, chiropractic was excluded from the South African Medical and 
Dental Act. This led to a private members bill which was introduced to parliament in 1961 
seeking legal recognition for the profession. The Minister of Health in the year 1962, 
appointed a Commission of Inquiry into chiropractic which reported negative findings. These 
findings were later used by the Minister of Health in 1970 as motivation for limited legislation 
recognising the profession, despite being engaged by a unified profession. The Act 76 of 
1971 came about from the Chiropractic Association of South Africa, also referred to as the 
Chiropractors Act, and granted qualified chiropractors and those in the process of qualifying 




chiropractors in the near future. In 1977, the Minister of Health tasked CASA with producing 
a memorandum on the state if the profession, worldwide; rebutting the findings of the 
Commission of Inquiry, and answering questions from the Chiropractor's Bill reading in 
parliament. This was completed in 2 years (Chiropractic Association of South Africa, 2020d). 
Nineteen eighty-one saw various meetings with the South African Medical and Dental 
Council (SAMDC), where chiropractic was independently turned down from joining. The 
SAMDC also voted by 17 votes to 16 against the Health Minister's request to include the 
profession. Following on from this and with extensive work with the Department of Health, 
alongside constructive support from Minster Dr Lapa Munnik, the Associated Health Service 
Professions Act (Act 63 of 1982) became law. Furthering the progress of the Associated 
Health Professions Board establishment in 1982, a delegation from the board travelled to 
educational and accreditation institutions for chiropractic, naturopathic, herbal and 
homeopathic in the United Kingdom, Europe, Canada, and United States of America in 1984, 
to gain insight into educational standards and research activates. The 7th of June 1985 saw 
the Bill pass with minor opposition (Chiropractic Association of South Africa, 2020d). 
Up until 1989, South Africa lacked chiropractic training facilities, resulting in South Africans 
having to travel overseas, primarily to the USA and Europe to receive formal training, and 
then returning back to South Africa to practice. Subsequent talks with the Department of 
Education resulted in establishing a curriculum and the selection of the Technikon Natal, as 
the institution to offer the first chiropractic programme in January 1989 in South Africa, and 
the first at the Master's degree level in the world. Four years later saw the founding of the 
2nd chiropractic faculty at Wits Technikon. Today there are two well-established chiropractic 
education faculties running; both accredited nationally since 2008 and internationally since 
2010 with the European Council on Chiropractic Education (ECCE) (Chiropractic Association 
of South Africa, 2020d).  
Chiropractors are considered Allied Health Professionals and if practising, are required to 
register with the AHPCSA as per the directive of the Allied Health Professions Act 63 of 1982 
(Allied Health Professions Council of South Africa, 2015a).  Chiropractic accounts for the 3rd 
largest group of healthcare practitioners in South Africa (Chiropractic Association of South 




Health Professions Council of South Africa practising across all provinces in South Africa 
(Allied Health Professions Council of South Africa, 2020b).  
2.4.1 Practice distribution  
There are registered chiropractors practising in all nine provinces of South Africa. These 
include Limpopo, Mpumalanga, North West, Gauteng, Northern Cape, Free State, Western 
Cape, Eastern Cape and KwaZulu-Natal (Government of South Africa, 2020b). When 
searching on google maps, or using the Chiropractic Association of South Africa’s official 
website, chiropractic.co.za, it is revealed that chiropractic practice distribution is 
predominantly located in the metropolitan municipalities of 3 major provinces: 
• Gauteng (Figure 2.1): the City of Johannesburg, City of Ekurhuleni and the City of 
Tshwane.  
• KwaZulu-Natal (Figure 2.4): eThekwini 
• Western Cape (Figure 2.8): City of Cape Town. 
 






Figure 2.2. CASA registered chiropractors in the Eastern Cape (Chiropractic Association 
of South Africa, 2020c). 
 
Figure 2.3. CASA registered chiropractors in Mpumalanga (Chiropractic Association of 
South Africa, 2020c). 
 
Figure 2.4. CASA registered chiropractors in KwaZulu-Natal (Chiropractic Association of 





Figure 2.5. CASA registered chiropractors in the Free State. (Chiropractic Association of 
South Africa, 2020c). 
 
Figure 2.6. CASA registered chiropractors in Limpopo (Chiropractic Association of South 
Africa, 2020c). 
 
Figure 2.7. CASA registered chiropractors in North West (Chiropractic Association of 





Figure 2.8. CASA registered chiropractors in the Western Cape (Chiropractic Association 
of South Africa, 2020c). 
 
Figure 2.9. CASA registered chiropractors in the Northern Cape (Chiropractic Association 
of South Africa, 2020c). 
There is a significant disparity in the geographical distribution of chiropractors between 
provinces which is in trend with van Rensburg's (2014) finding that South Africa's equal 
distribution and equitable access to health care providers is still an unmet reality and ongoing 
challenge. This results in imbalanced access to care when populations are situated in non-
metropolitan or central business districts- which is a reality for those of lower socioeconomic 
status- a population with greater disease burden as reported by Ataguba, Akazil and 
McIntyre (2011). Stochkendahl, Rezai, Torres, Sutton, Tuchin, Brown and Cote (2019) 
demonstrate the countries with chiropractors per capita per 100,000, seen in Figure 2.10. 
This further supports a global trend of disparity in health care access between low- and 




Tegegne, Chojenta, Loxton, Smith and Kibret (2018) reported that geographic access 
measured in either physical distance and/or travel time was linked with the use of facility 
delivery, where increased distance or travel time resulted caused a greater barrier and less 
service uptake.   
 
Figure 2.10. Countries by the population of chiropractors per capita per 100,000 
(Stochkendahl, Rezai, Torres, Sutton, Tuchin, Brown and Cote, 2019). 
 
2.4.2 Chiropractic Association of South Africa  
The Chiropractic Association of South Africa, known as CASA, has its origins founded in 
1940 when the first chiropractic association was formed. In 1971 the two present chiropractic 
associations amalgamated to form the Chiropractic Association of South Africa. CASA's 
function is to act as the national voice and enhance the standing of the profession; a 
significant example of their efforts is the work they completed with the Department of Health 
on the Associated Health Service Professions Act (Act 63 of 1982).   
 
CASA endeavours to "become the trusted leader in neuromusculoskeletal (nerve, muscle, 
skeletal) care through evidence-based research, innovation and high standards of patient 
care" and their supporting mission as per their website states that the association is 




• To empower our members to become leaders in neuromusculoskeletal (nerve, muscle, 
skeletal) health in their communities; 
• For chiropractic to become the first point of call for neuromusculoskeletal (nerve, 
muscle, skeletal) conditions; 
• To grow our profession; 
• To develop and support strong interprovincial relationships and being a unified body 
addressing professional concerns on a national level; 
• To nurture relationships with regards to research and innovation with both local and 
international healthcare partners; 
• To promote interprofessional relations with other healthcare providers for patient 
benefit; and provide a world-class member service by promoting our profession with 
integrity, innovation and excellence. 
CASA is a voluntary membership-based association with 78% of the profession registered. 
Membership is offered to qualified chiropractors in addition to students at either chiropractic 
educational institutions, all of whom are required to be registered with the AHPCSA. 
Membership benefits include access to circulated up to date industry news and pertinent 
information, a Code of Ethics, a set of Professional Standard, along with Career Path 
Standards for new graduates. Opportunities for industry training, CPD courses and 
seminars, as well as networking, are unique benefits offered by the association. The 
association additionally provides a platform for members to partake and contribute to the 
intra-professional discussion and interprofessional exchanges in the settings of conferences, 
and councils so they may have their voice heard for effective change (Chiropractic 
Association of South Africa, 2020a). 
2.4.3 Allied Health Professions Council of South Africa 
The Allied Health Professions Council of South Africa (AHPCSA) is a statutory health body 
established in terms of the Allied Health Professions Act, 63 of 1982 (the Act) in order to 
control all allied or complementary health professions (Allied Health Professions Council of 
South Africa, 2020a). The AHPCSA consists of 3 divisions: the 17-member Council, four 





The Council's main purpose is to uphold the functions of the Council, answerable to the 
National Department of Health and Minister of Health. Functions of the Council, as mandated 
by the Act, applicable to all allied health professions, include (Allied Health Professions 
Council of South Africa, 2020a):  
• Promote and protect the health of the public; 
• Manage, administer and set policies relating to the professions registered with the 
AHPCSA; 
• Investigate complaints relating to the professional conduct of practitioners, interns 
and students; 
• Administer the registration of persons governed by the AHPCSA; 
• Set standards for the education and training of intending practitioners; and 
• The AHPCSA is also responsible to advise the Minister of Health and the National 
Department of Health on matters as they relate to the allied health professions and 
to communicate to the Minister of Health matters of public importance acquired in 
the course of its functions. 
 
There are four professional boards which support the Council in matters of profession-
specific standards and policy input. They include the Professional Board for Ayurveda, 
Chinese Medicine and Acupuncture and Unani Tibb (PBACMU), Professional Board for 
Therapeutic Aromatherapy, Therapeutic Massage Therapy and Therapeutic Reflexology 
(PBARM), Professional Board for Chiropractic and Osteopathy (PBCO) and the Professional 
Board for Homeopathy, Naturopathy and Phytotherapy (PBHNP) (Allied Health Professions 
Council of South Africa, 2020a). 
 
The administration consists of the Registrar, Director of Operations, 3 Administration Officers 
and Financial Contractors and Auditors. Collectively they are responsible for the 
administrative duties of the Council, professional boards and the professions (Allied Health 
Professions Council of South Africa, 2020a).  
 
2.4.4 Legislation and scope of practice  
South Africa is part of the 48 countries worldwide that have approved legislation, which 




of Chiropractic, 2012). Table 2.1 from the 2012 WFC report to the WHO, demonstrates the 
categories that countries fall in based on the legal status of chiropractic.  
The legislation is vitally important in providing a scope of practice, allowing patients direct 
contact with practitioners without the need for medical referral, establishing regulatory 
bodies, and governance through licencing of chiropractic qualifications and titles to duly 
graduated practitioners at a set standard (World Federation of Chiropractic, 2012).  
The extent of legislation varies from country to country. Countries such as the USA have 
legislation on a state basis instead of a national basis. Switzerland has legislation on a 
regional basis; whereas South Africa has national legislation. Approaches to legislation can 
also vary. These range from a separate chiropractic act such as in Denmark, most of 
Canada, Israel, Cyprus and Hong Kong; a chiropractic act under an umbrella law for different 
mainstream healthcare professions, that applies to some Canadian provinces, USA states, 
Switzerland, Iran and Cayman Islands; or, an umbrella law for complementary and 
alternative health care professions, which is how chiropractic in South Africa is governed 











Table 2.1. The legal status of chiropractic by country (World Health Organisation, 2012.
 
The Allied Health Professions Council details and clearly defines in part 1, under section 2(1) 
of the amended Act 63 of 1982, the chiropractic scope of practice. Here it outlines that a 
practitioner may diagnose, and treat or prevent, physical and mental disease, illness or 
deficiencies in humans by providing or prescribing treatment for such disease, illness or 




Further specification regarding the acts especially pertaining to the profession are stipulated 
under the chiropractic regulations Chapter 11 Section 45 (Allied Health Professions Council 
of South Africa, 2015b):     
(a) The physical examination of any person, with or without the taking, reading and 
interpreting of X-ray plates, for the purpose of diagnosing any physical defect, illness or 
deficiency in such person.  
(b) The treatment or prevention of any physical defect, illness or efficiency related to spinal, 
pelvic, spinovisceral and general neuromusculoskeletal conditions in any person by –  
(i) manipulation or adjustment;                     
(ii)electrotherapy; 
(iii)exercise therapy; 
(iv) hydrotherapy;                             
(v) traction therapy;                              
(vi) thermal therapy;                                       
(vii) vibration therapy;                           
(viii) immobilization therapy; 
(ix) neuro-muscular reflex therapy; 
(x) massage therapy; 
(xi) acupuncture or acupressure therapy; or 
(xii) remedies, dietary advice or dietary supplementation.  
Additionally, the Medicines and Related Substances Control Act 101 of 1965 outlines in 
Chapter 3 Section 27 that Chiropractors (AHPCSA, 2010):  
(a) may, for the purposes of his or her practice and within the scope of practice relevant 
to his or her profession, possess or have under his or her control or prescribe for a 
patient or supply to a patient –  
(i) vitamins; 
(ii) substances that are intended exclusively for application to the skin; or  




As per section 22A of Act 101 of 1965, using Injection Therapy as part of any treatment 
protocol is strictly prohibited for chiropractors, and rules as unprofessional conduct 
(AHPCSA, 2010). 
2.4.5 Chiropractic Association of South Africa’s official website   
The Chiropractic Association of South Africa owns and operates the website 
chiropractic.co.za, which serves as an online platform to provide free public access 
concerning information about chiropractic. CASA's official website presents the annual 
CASA booklet as well as links to applicable journals and publications. The site promotes 
public initiatives such as Straighten Up South Africa and World Spine day, in addition to the 
annual CASA Congress. Commonly requested information is provided for the public, 
including the definition of chiropractic, its history, conditions treated and treatment options in 
different age groups and settings. Frequently asked questions are addressed, and events 
and links to the two South African chiropractic education institutions, the World Federation 
of Chiropractic and AHPCSA are listed. The website also provides a public directory to find 
qualified and registered chiropractors in South Africa via the "Find A Chiropractor" menu 
option on the home page (Chiropractic Association of South Africa, 2020b). 
Over 500 AHPCSA registered chiropractors as well as registered chiropractic students, and 
student interns use the membership portal provided on the CASA website, accessible via 
the "Membership" menu option. Chiropractic.co.za offers registered members valuable, 
convenient and easily accessible resources. These include continuous professional 
development information and logging services; notable documentation for referencing which 
include malpractice insurance, general legal practice guidelines, informed consent and the 
AHPCSA Code of Ethics and Regulations Acts (Chiropractic Association of South Africa, 
2020b). 
2.4.6 Medical aid  
Since 2012, the South African Government has implemented steps through the NHI 
(National Health Insurance) programme, to transition towards a health care financing system 






Currently, South Africa's national health system comprises of both the private sector and the 
public sector, which is coordinated and run by the National Ministry of Health (African 
Institute for Health and Leadership Development, 2015). The private sector serves 16% of 
the population whilst the public sector serves 84%, the majority who are of the lowest 
socioeconomic class and black demographic (Naidoo, 2012).  
 
The Council for Medical Schemes (CMS) is a statutory body which regulates the private 
health financing through medical schemes as established by the Medical Schemes Act (131 
of 1998). The CMS supervises all 18 open and 58 restricted registered medical schemes 
(Council for Medical Schemes, 2020). CASA provides detail in their membership portal, 
under the Documents section for Medical Aid Tariffs 2020, of the 21 registered medical aid 
schemes which provide cover for chiropractic treatment (Chiropractic Association of South 
Africa, 2020e).  
 
The chiropractic cover provided is stipulated by the National Reference Price List For 
Services by Medical Practitioners (NRPL) published by the Department of Health in the 
Government Gazette (Vol. 522, No. 31724), effective from the 1st of January 2009. It 
references the diagnostic procedures and treatment procedures (in line with the chiropractic 
scope of practice), which are permissible for cover and reimbursement up to an agreed 
percentage (South Africa National Department of Health, 2008):  
 
• Diagnostic procedures include physical examination, neurological examination, 
orthopaedic examination, ergonomical analysis, postural analysis and radiological 
examination. 
• Treatment procedures include, inter alia: spinal or extra-spinal manipulation, 
acupuncture, cold applications, non-heating modalities, deep heating radiation, soft 
tissue manipulation, superficial heating therapy and therapeutic exercises (other 
than in relation to preparation or fitting of appliances. 
 
Chiropractors in South Africa have the option, like other registered medical professionals, 
whether or not to contract into private medical aid schemes, provided they allow for 




of coverage for their services through their chosen health care insurance where applicable. 
This allows the chiropractors to claim directly on behalf of the patient, from their medical 
scheme for services rendered under the NRPL. Alternatively, many chiropractors require 
payment in cash or credit from the patient and then provide them with ICD10 codes on their 
invoices. This allows the patients to independently apply for reimbursement from their private 
medical scheme provider. The public health care system does not currently cover or allow 
for reimbursement of chiropractic services.  
 
2.5 Education  
In earlier stages of the profession, education was exclusively provided in North America and 
later in the UK and its commonwealth countries. Today, following international growth, there 
are 18 countries across all world regions now providing chiropractic education through 46 
institutions, with many offering programmes in more than one campus. Of the 18 countries 
with an educational institution (seen in Figure 2.11), 16 of them offer accreditation by an 
international chiropractic accreditation council, by government or federal institution, or both 
(Stochkendahl, Rezai, Torres, Sutton, Tuchin, Brown and Cote, 2019). 
 
 
Figure 2.11. Countries by the number of chiropractic institutions (Stochkendahl, Rezai, 





Most chiropractic education in the United States is offered through private institutions, 
whereas most internationally (such as Australia, Brazil, Mexico, Canada, Denmark, Korea, 
Japan, South Africa, Spain, the UK and Switzerland) are in University settings. The level of 
all pre-clinical subjects in the training of undergraduate chiropractic has been established by 
the governments and independent inquiries to be of equivalent training to that of medical 
training (Chapman-Smith, 2008).  
 
Chiropractic education is outlined in the "WHO guidelines on basic training and safety in 
chiropractic" publication, for the purpose of defining requisites for chiropractic practitioners. 
Acceptable levels of education and retraining are detailed in chapter 2 of the WHO guideline, 
which specifics two options of education (World Health Organisation, 2005):  
 
Category I – full chiropractic education: applies to students who have had no previous health 
care experience or education. 
 
Category II – limited chiropractic education applies to medical personnel and other 
appropriate health care professionals with previous health care professional education in 
countries lacking chiropractic legislation, regulations and a full chiropractic education 
programme. It will not lead to full qualification and should eventually be replaced with a full-
time programme as legislation is introduced.   
 
The guideline outlines four different models (World Health Organisation, 2005): 
Category I (A): full-time education in three paths 
• The two or three-year pre-professional Master's programme. 
• The four-year full-time programme, following 1-4 years of pre-chiropractic training in 
basic sciences at the university level. They are totalling 4465 hours study as per 
Figure 2.12.  
• The five-year bachelor integrated chiropractic degree programme. 
 
Category I (B): programmes based off of prior health care education, varying in length and 
subjects, designed to complete all requirements of a full programme, totalling hours 2205 




Category II (A): a limited chiropractic educational qualification, offered through part-time 
conversion programmes for individuals with prior health care education, totalling hours 1805 
hours. 
 
Category II (B): a first bachelor-level programme in chiropractic, through part-time study 
where course content and length vary greatly based off of prior training and experience, 
totalling hours 2790 hours. 
 
Additional models have arisen since 2005, and are used in relevant education systems:  
• Three-year undergraduate education followed by four to a five-year chiropractic 
programme. 
• Four-year Master's degree consisting of three years of academic training followed 
by one-year clinical training.   
• Five-years Master's degree consisting of a four-year bachelor's degree followed by 
one to two years at Master's level.  
• Six years consisting of a three-year Bachelors of Medicine degree followed by a 









Figure 2.13. A sample full (conversion) programme (World Health Organization, 2005). 
 
Based on the core syllabus outlines of the WHO guidelines, the educational objectives of 




health care practitioner, as follows: “competently perform a differential diagnosis of the 
complaints presented by patients; achieve particular expertise in diagnostic imaging, 
orthopaedics, pain management and rehabilitation of the neuromusculoskeletal system 
and/or diagnosis and management of vertebral subluxation; achieve competence in 
interpreting clinical laboratory findings; acquire the ability to appraise scientific and clinical 
knowledge critically: understand and apply fundamental scientific/medical information, and 
be capable of consulting with and/or referring to other health care providers; generally 
possesses the necessary knowledge and skill to serve and communicate with members of 
the public in an effective and safe manner” (World Health Organization, 2005). 
 
A systemic study conducted by Innes, Leboeuf-Yde and Walker in 2016, found that 
progressively marginalised terms such as subluxation and vitalism where used only once 
and not at all respectively in the educational standard documents. The terms evidence and 
research where both found to occur most in documents originating from the European 
Council on Chiropractic Education (ECCE) compared to other accrediting bodies. This 
indicates the emphasis placed on evidence-based practice (EBP) promoted by the ECCE. 
Innes et al. (2016) also reported that research was perceived as foundational and a core 
component "as informing chiropractic practice, education and teaching" by the USA and 
European councils on chiropractic education. Furthermore, the ECCE require an evidence-
based approach to be taught throughout the curriculum whereas the CCE-USA's requisite 
was merely that the students be introduced to scientific thinking (Innes, Leboeuf-Yde, & 
Walker, 2016). 
 
The emphasis placed on EBP educational interventions was reported on in 2011 by Tilson, 
Kaplan, Harris, Hutchinson, Ilic, Niederman, Potomkova and Zwolsman, as relating to the 
impact on patients and communities with regards to healthcare delivery. The benefits to 
patients include "improved outcomes for patients with neck pain; length of stay, overall costs 
of care . . . and the likelihood to prescribe evidence-based interventions"; healthcare 
providers are also expected to identify "efficacious care behaviours" with improved patient 






2.5.1 Councils on Chiropractic Education  
The Councils on Chiropractic Education International (CCEI) is an organisation of accrediting 
bodies, established in 2001, which perform quality assurance for chiropractic education. The 
accrediting bodies include the Council on Chiropractic Education Australasia (CCEA), 
European Council on Chiropractic Education (ECCE), and the Council on Chiropractic 
Education Canada (CCEC) which have a collective total of 20 accredited programmes. The 
website states that the CCEI is committed to (The Councils on Chiropractic Education 
International, 2020). 
 
• Define international educational standards and ensure their adoption and 
maintenance by accrediting agencies worldwide; 
• Define the process of accreditation and ensure appropriate implementation and 
administration of the process by accrediting agencies worldwide; 
• Establish and maintain a process for verifying equivalence of the educational 
standards and accreditation processes utilised by CCEI member accrediting 
agencies worldwide; 
• Assist and provide guidance for the development of accrediting agencies toward 
their full autonomy and membership in CCEI; 
• Promote continuous improvement of international educational standards, 
recognising educational, cultural and legislative diversity in various countries and 
regions; and  
• Advocate quality education through the dissemination and promotion of information 
to governments, professional organisations and others. 
 
These functions, together with the International Framework for Chiropractic Education 
Accreditation, define professional competence with regards to seven areas: foundation 
knowledge, clinical skills, professionalism, communication skills, the chiropractor-patient 
relationship, inter-professional collaboration and health promotion and diseases prevention; 
to ensure quality and standards of education are equivalent amongst chiropractic institutions 






2.5.2 European Council On Chiropractic Education 
The European Council on Chiropractic Education is defined as "an international autonomous 
organisation established by the chiropractic profession in Europe to accredit and re-accredit 
institutions providing undergraduate chiropractic education and training . . . to assure the 
quality of chiropractic undergraduate education and training against a set of educational 
Standards" (European Council on Chiropractic Education, 2016). The ECCE mission is to 
ensure competence and a high level of education and training amongst its qualified 
chiropractors from accredited institutions as primary contact practitioners.  
 
As one of the founding members of the Councils on Chiropractic Education International, the 
ECCE represents the only external quality assurance agency in Europe for chiropractic 
education and training which belongs to the CCEI; in addition, the organisation adheres to 
the ICCE International Chiropractic Accreditation Standards (European Council on 
Chiropractic Education, 2016). 
 
The ECCE has accredited both South African and Denmark chiropractic institutions. The 
Syddansk Universitet Odense in Denmark and the University of Johannesburg in South 
Africa have both been awarded eight years accreditation, while the Durban University of 
Technology in South Africa has been awarded five years. These accreditations recognise 
that institutions meet the ECCE criteria and deliver education and training in full compliance 
with the ECCE standards (European Council on Chiropractic Education, 2016). 
 
2.5.3. Chiropractic education in South Africa 
Up until 1989, South Africa lacked chiropractic training facilities, resulting in South Africans 
having to travel overseas, primarily to the USA and Europe to receive formal training, and 
then returning back to South Africa to practice. Today there are two well-established 
chiropractic education faculties running; both accredited nationally since 2008 and 
internationally since 2010 with the European Council on Chiropractic Education (ECCE) 
(Chiropractic Association of South Africa, 2020d). The University of Johannesburg and 
Durban University of Technology have received eight years and five years accreditation, 





The University of Johannesburg and the Durban University of Technology have both gone 
through a radical transformation since their founding, experiencing challenges and pressure 
from the medical profession and governing legislature in their formative years. The University 
of Johannesburg chiropractic programme was started in 1993. The institution was founded 
by the merger between the Rand Afrikaans University, the Technikon of Witwatersrand and 
the Vista University in 2005. The Durban University of Technology chiropractic programme 
was started in 1989. The institution was founded by the merger of the Technikon Natal and 
ML Sultan Technikon which formed the Durban Institute of Technology and later renamed 
the Durban University of Technology in 2005.  
 
Both institutions offer a full-time six-year course which previously consisted of education and 
training in a series of study levels: National Diploma Chiropractic, Bachelor in Technology of 
Chiropractic and Masters in Technology. The MTech: Chiropractic degree, has been phased 
out with both institutions commencing a four-year Bachelor of Health Sciences degree 
(BHSc: Chiropractic) followed by a 2-year Master of Health Science degree (MHSc: 
Chiropractic). The courses include a foundation of basic sciences in the first two years 
followed by pathology, diagnostic and clinical subjects that incorporate pharmacology, 
radiographic imaging and biomechanics. The emphasis of both institutions is to align their 
education and clinical practices with the Clinical and Professional Chiropractic Education 
position statement to produce evidence-based practitioners, which avoid vitalistic constructs 
(The International Chiropractic Education, 2017). Qualifications obtained by their graduates 
are recognised internationally, and with high regard. (The Councils on Chiropractic 
Education International, 2019) 
The South African chiropractic regulatory body, the AHPCSA, dictates that to register as a 
chiropractor under the Act, an individual must pass at an educational institution a Master's 
Degree in Chiropractic or equivalent foreign qualification accredited by the Chiropractic 
Council of Education or its international equivalent; with education and training constituting 
of the following (AHPCSA 2001): 
(a) the major subjects of –  
(i) anatomy; 




(iii) biochemistry;  
(iv) biology;  
(v) chemistry;  
(vi) chiropractic principles and practice;  
(vii) clinical biomechanics and kinesiology;  
(viii) clinical chiropractic diagnostics; 
(ix) embryology;  
(x) epidemiology;  
(xi) ethics and jurisprudence;  
(xii) general pathology;  
(xiii) histology; medical microbiology;  
(xiv) physiology;  
(xv) radiology and research methods and techniques; and  
(xvi) systemic pathology; and  
(b) the ancillary subjects of – 
(i) epidemiology;  
(ii) physics;  
(iii) practice management, ethics and jurisprudence;  
(iv) principles and philosophy;  
(v) psychopathology; and  
(vi) social studies.  
2.5.4 Chiropractic education in the United States of America   
According to the World Federation of Chiropractic, there are 16 chiropractic educational 
institutions in the United States of America, all of which offer the academic qualification 
Doctor of Chiropractic (World Federation of Chiropractic, 2009). These include Cleveland 
University College of Chiropractic; D'Youville College; Keiser University; Life Chiropractic 
College West, Life University; Logan University; National University of Health Sciences; New 
York Chiropractic College; Northwestern Health Sciences University; Palmer College of 
Chiropractic; Parker University; Sherman College of Chiropractic; Southern California 
University of Health Sciences; Texas Chiropractic College; University of Bridgeport; 
University of Western States. The CCE accredits all 16 Doctor of Chiropractic degree 




1995 and run either baccalaureate or master's programmes (Council on Chiropractic 
Education, 2020). 
 
Chiropractic education is regulated by the Council on Chiropractic Education (CCE), 
established in 1974, which serves as the national accrediting Agency for Doctor of 
Chiropractic programmes recognised through the US Office of the US Department of 
Education. Accredited institutions require a minimum of 3 years college credits as part of 
their entrance requirements, which include 24 semester hours in basic sciences and 24 
semester hours in humanities and social sciences (Wyatt, Perle, Murphy and Hyde, 2005). 
The institutions run a four-year minimum course where the curriculum as seen in Figure 2.12, 
provides training in basic sciences, clinical science and clinical intern experience; with 
undergraduate training totalling approximately 4465 hours of didactic and practical education 
(World Health Organisation, 2005). The clinical aspect includes limited pharmacological and 
critical care training but focuses greatly on neuromusculoskeletal diagnosis, biomechanics, 
manual therapy, exercise rehabilitation and nutrition (LeFebvre, Peterson and Haas, 2012).  
 
LeFebvre, Peterson and Haas (2012) assessed EBP and chiropractic care in the USA. They 
reported that chiropractors in the United States are licensed as portal of entry primary-
contact providers; also, following a holistic chiropractic model, centred on evaluation and 
conservative treatment of musculoskeletal disorders. After their training, they are expected 
to be able to triage, differentially diagnose and refer cases that are not within their scope of 
practice. There is a significant variation in the scope of practice between different states. 
However, emphasis on spinal and extremity joint manipulation is consistent across 
chiropractors with them applying four basic therapeutic interventions: joint manipulation and 
mobilisation, soft tissue manipulation and massage, exercise and physical rehabilitation 
prescription, and home care and activity modification advice. Additional adjunctive 
procedures such as counselling concerning nutrition and diet, together with taping or bracing 
and physical therapy modalities are commonly used. 
 
Wyatt et al. (2005) study of North American chiropractic education, found that the instruction 
in evidence-based medicine lacking in American chiropractic schools. This, however, is a 




developing a research mentality within their programmes and the support from federal 
research grants through the National Institute of Health, despite being minor. More recent 
studies reflect developed integration and application of EBP into curricula and expanding 
clinic research, where institutions are graduating more evidence-based practitioners 
(LeFebvre et al., 2012).  
 
2.5.5 Chiropractic education in the United Kingdom  
There are 5 Chiropractic educational institutes in the United Kingdom: AECC University 
College; London South Bank University; McTimoney College of Chiropractic; Teesside 
University; University of South Wales – Welsh Institute of Chiropractic. The University of 
Wales- Welsh Institute of Chiropractic, McTimoney College of Chiropractic and the AECC 
University College have all been accredited through the ECCE and have been awarded 5, 8 
and 5 years accreditation respectively (The European Council on Chiropractic Education, 
2019).  
 
The General Chiropractic Council (GCC) is a statutory body established by parliament to 
regulate the chiropractic profession in the UK. The GCC approves programmes as meeting 
their Education Standards and their website outlines the chiropractic education courses 
offered in the UK. Chiropractic study consists of a four-year undergraduate honours degree 
which comprises of three academic years and one year of clinical training.  Programmes 
offer a Masters in Chiropractic (MChiro) or Master in Science (MSci) degree qualification 
(General Chiropractic Council, 2020).  
 
Entry options directly into Master of Chiropractic programmes involve evidence of 
observation of a chiropractor in clinical practice. Minimum A-level entrance requirements 
vary significantly between institutions: ABB; BBC; CCC, which often must include Biology 
and an additional science. A BTEC National Diploma with Distinction Merit Merit in science 
or an International Baccalaureate with 28-grade points are both substitute entrance options. 
International applicants require 6.0 minimum average IELTS score or equivalent (AECC 
University College, 2020b, London South Bank University, 2020, McTimoney College of 
Chiropractic, 2020a, Teesside University, 2020a, University of South Wales, 2020b). 




Gateway or Foundation year that prepares students for the Chiropractic Master's 
programme; or a Pathway programme that provides a foundation of education to allow 
access to a range of health studies programmes in cases where applicants do not meet entry 
criteria for the Chiropractic programme. In these alternatives, the entrance A-level 
requirements are set lower, ranging from BCC – CCD, or simply completion of 12 years of 
schooling (AECC University College, 2020a, McTimoney College of Chiropractic, 2020b, 
Teesside University, 2020b, University of South Wales, 2020a, University of South Wales 
2020c).  
 
2.5.6 Chiropractic education in Denmark  
The Syddansk Universiteit Odense (University of Southern Denmark), established in 1999, 
is the only institution offering chiropractic education in Denmark. The programme is run 
through the Faculty of Health Sciences, by the Department of Sports Science and Clinical 
Biomechanics. The university offers undergraduate chiropractic education consisting of a 
three-year Bachelor's degree (BSc Clinical Biomechanics), then a two-year Master's degree 
(MSc - Master in Health Science) and finally a one-year internship. The student body 
comprises of two-thirds of Danish and one-third Nordic students (Syddansk Universitet 
Odense, 2020c). 
 
The Bachelor programme is organised within three pillars, the biomedical track (two years), 
profession track (half a year), and the academic track (half a year) Syddansk Universitet 
Odense, 2020a). Following on from this, the Master's programme focuses on diagnostic skills 
where the subject matter is taught by experts in the relevant fields, clinic internship and a 
master's thesis. In the final clinical training year, pre-graduates are required to complete a 
part-time hospital internship (Syddansk Universitet Odense, 2020b).   
 
Following the completion of the programme, graduates are awarded an MSc Chiropractic 
degree which enables registration within Denmark, through the Danish Health Care System 
and with the Danish Chiropractors' Association (DCA). Authorisation to practice is granted 
by the Danish Patient Safety Authority (Danish Chiropractors' Association 2019). The ECCE 




accreditation in the last review cycle in 2013 (European Council on Chiropractic Education, 
2019). 
 
2.6 Chiropractic specialism  
Stuber, Grod, Smith and Powers (2005) describe a specialist as "someone who practices a 
specialty after receiving advanced clinical training . . . and has significantly advanced 
knowledge and training in a particular area compared to an average chiropractor". The use 
of speciality titles or advertising of specialities is based on the indication that the practitioner 
is qualified to engage in a wider scope of practice than other registrants and that they hold 
the registration of approved specialities with the appropriate National Board.  
 
Unlike medicine, chiropractors and other complementary and alternative medical 
professions have not recognised specialisation. The prospect of specialities has been 
investigated, with the question challenging groups seeking speciality status asking: "what 
skills and knowledge differentiate the practice of a specialty from those required by a 
standard registered chiropractor?"; wherein the case was not made adequately enough for 
radiology, orthopedics, paediatrics and other groups that they provided appropriate value to 
the practice to be registered as a special category. The issue in discussion is that speciality 
services "may not be different enough for registration boards and accreditation boards to 
elevate them above other chiropractors" (Young, 2019).  
 
Certain fields of practice such as radiology are limited by the scope of practice where certain 
procedures such as image-guided injections, biopsies and contrast administration are 
proscribed by the legislating scope of practice. Instead, chiropractors further their education 
and clinical skills through continuing professional development courses and programmes 
such as the Certified Chiropractic Sports Physician certificate programme.  
 
The areas of certification most commonly obtained through professional development or 
continued education include paediatrics, orthopaedics, neurology, sports and rehabilitation 
(Stuber, Grod, Smith and Powers, 2005). The option of postgraduate training offers 
practitioners further education and training in areas such as paediatrics, animal 




Canada, the option of three to four-year Fellowship programmes exist through the College 
of Chiropractic Orthopedists and the College of Rehabilitation Sciences, where upon 
completion, fellowship status is awarded. Similarly, upon residency programme completion, 
the College of Sports Sciences, College of Clinical Sciences and College of Radiologists 
offer eligibility for fellowship status (Grod, 2006).  
Under Section 5 of the AHPCSA Code of Ethics, a practitioner in South Africa is limited to 
include information regarding field(s) of interest (AHPCSA, 2001):  
(a) Field(s) of interest where a practitioner –  
(i) need not limit his or her practice to that field of interest but can demonstrate 
an area of expertise, training, or experience which is substantially different to 
that regarded for general practice;  
(ii) may not claim more than three fields of interest, and  
(iii) assumes a legal and ethical responsibility for having acquired level of 
professional competence within that field of expertise which must be 
demonstrable and acceptable to his or her peers.  
2.7 Denmark study    
This research study is based on the 2020 Denmark study in the Journal of Chiropractic and 
Manual Therapies. It consisted of a cross-sectional study where Jensen, Agersted, Nielsen 
and O'Neil investigated the "content and characteristics of website claims by chiropractors 
in Denmark on non-musculoskeletal conditions and to assess whether these were aligned 
with the Danish Authorisation Act of the chiropractic scope of practice." as their primary aim. 
Their secondary aim looked at practice characteristics: geographic location, clinic size, 
reimbursement coverage, country of education and special clinical focus. They investigated 
whether there was a correlation between these findings and the frequency of reporting non-
musculoskeletal conditions (Jensen, et, 2020).  
The research surveyed a sample of 139 (57%) websites from Denmark chiropractic clinics. 
The results showed 26% of websites made claims of non-musculoskeletal conditions without 
sufficiently providing a clarifying explanation in line with the Danish Authorisation Act's 
chiropractic scope of practice. A positive association was observed between clinics who 




treatment for non-musculoskeletal disorders without an adequate clarifying explanation. 
They concluded that "this could be misleading for patients seeking care for non-
musculoskeletal conditions and consequently lead to inappropriate treatment" (Jensen et al., 
2020).  
2.8 Non-musculoskeletal conditions  
The definition of non-musculoskeletal conditions is often arrived at by the contrary of the 
definitions of musculoskeletal conditions, which can be expressed as originating "from 
structures other than the musculoskeletal system such as the viscera, skin, cardiovascular, 
genitourinary, or nervous systems; it may be acute, continuous, recurrent, chronic, or 
postsurgical and may be located in a wide variety of anatomical regions." (Posadzki, 
Lewandowski, Terry, Ernst and Stearns, 2012).  
When reviewing the literature of the effectiveness of manual therapies in treating non-
musculoskeletal conditions, LeFebvre et al., (2012) found positive evidence for only 
cervicogenic dizziness. Another systematic review of randomised clinical trials by Bronfort, 
Haas, Evans, Leininger and Triano (2010) found that spinal manipulation was not effective 
for asthma, dysmenorrhea or hypertension. Furthermore, evidence was inconclusive 
regarding spinal mobilisation or manipulation effectiveness for otitis media and enuresis in 
children, with ineffective results seen in infantile colic and lung function in asthma.   
A survey conducted on the scope of chiropractors in the UK by Pollentier and Lanworthy 
(2007), found expectantly that 100% felt chiropractic management in treating mechanical 
dysfunction of the spine was beneficial, as well as mechanical conditions of the 
musculoskeletal system. Whilst a significant percentage of respondents reported treating 
visceral and organic conditions which they believed to offer benefit through chiropractic 
intervention. These included asthma, gastrointestinal complaints, and premenstrual 
syndrome of most benefits in more than 60% followed less by osteoporosis, obesity, 
hypertension and infertility. More than half of participants reported benefit in childhood 
conditions such as infantile colic, otitis media, asthma and muscular conditions. Pollentier et 
al. (2007) found the differences in opinion with regards to treatment benefits for viscero-





Marcon, Murdoch and Caulfield (2019) investigated website claims relating to health 
problems linked to vertebral subluxation complex. They reported extensive non-
musculoskeletal claims ranging from states of disease (ex. cancer, Parkinson's disease, MS 
and heart disease), organ functioning (e.g. impaired endocrine system, dysfunctional brain 
and impaired body temperature control), to social and childhood conditions (ex. ADHD, 
autism, allergies, concentration and learning difficulties, bedwetting and sudden infant death 
syndrome); linked to "uncorrected subluxations which prevent the body from functioning 
optimally" or associating subluxation with the disease.  
2.9 Website claims  
When it comes to advertising, chiropractors are bound by their Code of Ethics, Standards of 
Conduct and compliance with regulatory standards. In the case of the UK, the Committee of 
Advertising Practice (CAP) which is enforced by the Advertising Standards Authority (ASA), 
dictates the guidelines and instructions of advertising, supplemented with industry-specific 
communication from the General Chiropractic Council.  
The General Chiropractic Council instruct their practitioners that when advertising, "use only 
honest, legal and verifiable information when publicising yourself as a chiropractor, 
advertising your work and/or your practice including on your website. The information must 
comply with all relevant regulatory standards." based on Standard B3. The Code: Standards 
of Conduct, Performance and Ethics for Chiropractors (Chiropractic Council 2017).  Their 
Guidance on Advertising to the public document further specifies an advertising list of 
conditions that chiropractors are able to claim to treat, as seen in Table 2.1 (Chiropractic 
Council 2018).  
Table 2.2: Advertising treatment of conditions CAP accepts chiropractic can treat 
(Chiropractic Council 2018). 
Ankle sprain (short term management) 
Cramp 
Elbow pain and tennis elbow (lateral epicondylitis) arising from associated musculoskeletal 
conditions of the back and neck, but not isolated occurrences 
Headache arising from the neck (cervicogenic) 





Joint pains including hip and knee pain from osteoarthritis as an adjunct to core osteo-
arthritis treatments and exercise 
General, acute & chronic backache, back pain (not arising from injury or accident) 
Generalised aches and pains 
Lumbago  
Mechanical neck pain (as opposed to neck pain following injury i.e. whiplash)  
Migraine prevention 
Minor sports injuries and tensions 
Muscle spasms  
Plantar fasciitis (short term management) 
Rotator cuff injuries, disease or disorders 
Sciatica 
Shoulder complaints (dysfunction, disorders and pain)  
Soft tissue disorders of the shoulder  
 
In Australia, advertising of regulated health services is stipulated under Section 133 of the 
National Law and further explained by the Australian Health Practitioner Regulation Agency 
(2014). Here a person or business providing a regulated health service may not advertise in 
a way that "is false, misleading or deceptive or is likely to be misleading or deceptive . . . 
creates an unreasonable expectation of beneficial treatment . . . advertise the health benefits 
of a regulated health service when there is no proof that such benefits can be attained" 
(AHPRA, 2014). Further mention of scientific information instructs that information be: 
presented in a manner that is accurate, balanced and not misleading; use terminology that 
is understood readily by the target audience; identify clearly the relevant researchers, 
sponsors and the academic publication in which the results appear, and be from a reputable 
(e.g. peer-reviewed) and verifiable source (AHPRA, 2014). 
 
The Allied Health Professions defines advertisement in the Code of Ethics in terms of Section 
54(9) Of Regulations No.R.127, as any written, illustrated, visual or other descriptive material 




(a)  which appears on the Internet, in a newspaper, magazine, pamphlet or other 
publication;  
(b)  which is distributed amongst members of the public;  
(c)  which has been fixed on to or appears on walls, windows, boards or vehicles; or  
(d)  which is brought to the attention of members of the public in any other manner 
whatsoever, and which is meant to promote a specific practice or a specific 
practitioner's technique or to make known a specific practitioner's professional 
proficiency or knowledge. 
The regulation regarding advertising by South African chiropractors are not specific in terms 
of website advertising, or in providing details of specific conditions. Instead, the Code of 
Ethics, under Section 5 indicates that a practitioner shall "be allowed to make his or her 
services known or permit, sanction or acquiesce to such notice or publication: Provided that 
the notice or publication is not unprofessional, untruthful, deceptive or misleading" (Allied 
Health Professions Council of South Africa, 2015).   
Under the AHPCSA Unprofessional Conduct Notices, pertaining to Facebook/ Other Social 
Media Interaction notice released in 2011, the Registrar notes "the AHPCSA is that in a 
rapidly changing cybercommunication world these limitations might be outdated" referencing 
the Act and Regulations on advertising (Allied Health Profession Council of South Africa, 
2011). 
2.9.1 Consequences of breach of advertising requirement                  
In cases where a practitioner has been failed to adhere to guidelines, they may be 
investigated by either CASA first and/or solely the AHPCSA. Members of the public, within 
the profession, or those belonging to other professions may notify the Association or Council 
of transgressions or personal complaints. Depending on the transgression, CASA usually 
informs the practitioner in writing with a warning letter of the breach in conduct and offers 
directive to correct any wrongdoings. CASA however has no jurisdiction or authority. The 
AHPCSA launches an independent investigation into the matter followed by disciplinary 




Section 24(1) of the Act, 1982 instructs that any practitioner found guilty of misconduct and 
procedure at an inquiry by Council shall be liable for the following penalties (Allied Health 
Professions Council of South Africa, 2015c):  
 
(a) a caution or a reprimand or a reprimand and a caution;  
(b) suspension for a specified period from practising any profession in respect of which 
he or she is registered or from performing an act specially pertaining to any 
profession in respect of which he is registered;  
(c) removal of his name from the register; or  
(d) a fine not exceeding the prescribed amount.  
Competitively, the Chiropractic Board of Australia is able to discipline practitioners through 
disciplinary mechanisms under the National law, including one or more of the following (: 
requiring the practitioner to undergo counselling, cautioning the practitioner, reprimanding 
the practitioner, requiring the practitioner to undertake further education, imposing conditions 
on the registration of the practitioner (e.g. requiring the practitioner to publish a retraction or 
correction), imposing a fine on the practitioner, and suspending or cancelling the 
practitioner's registration.  
2.10 Conclusion  
This chapter has discussed chiropractic and its history in South Africa. It has reviewed the 
various literature of education, the scope of practice, specialism, website claims and various 
terminologies foundational to this study. It has highlighted the lack of chiropractic advertising 
regulations in the setting of South Africa in light of developing cybercommunication, with 
regards to website claims in comparison to other highly regulated countries with strict and 











CHAPTER 3: METHODOLOGY  
 
3.1 Introduction  
The methodology chapter describes the study design, participant recruitment, sample 
selection and size, sampling process, as well as the inclusion and exclusion criteria utilised. 
The variables of interest investigated are detailed together with the objective data recorded. 
An in-depth summary regarding the process of administering the survey is noted, alongside 
data analysis and the ethical considerations pertaining to the study.   
 
3.2 Study design   
This research study was carried out based on a survey in Denmark (Jensen et al., 2020) and 
using a cross-sectional observational study design. All available websites were selected and 
surveyed using a structured data collection (Appendix A) tool based largely off the Denmark 
survey, as well as additional and appropriate categories relevant to South African websites 
and practices.  
 
3.3 Research method 
A self-administered data collection tool (Appendix A) was developed and utilised to survey 
data. The two sections regarding practice characteristics and non-musculoskeletal claims 
were aimed at collecting data advertised by registered chiropractors on their practice 
websites in South Africa.  
 
3.4 Participant recruitment  
Unlike Denmark, South Africa does not have a single public directory which reflects all of the 
chiropractic practices registered. Therefore, other sources were utilised to recruit 
participants. Participants, in the case of this study being websites, were recruited using free 
public access information available to the researcher during the months of July and August 
of 2020, by means of sourcing website links from two different platforms. Due to the nature 
of identifying the participants and the sources of the information surveyed, no permission 
was required for approaching, identifying or surveying the participants. No information 




The first source utilised the Chiropractic Association of South Africa’s official website, 
chiropractic.co.za, which provides a public directory of chiropractors registered with the 
organisation in South Africa via the "Find A Chiropractor" menu option (Chiropractic 
Association of South Africa, 2020c). This revealed their practice and contact details. When 
the website link was unavailable on this platform, then the second source, Google Search, 
was used (Google, 2020). The researcher searched using the chiropractor's title, name and 
profession in the search bar functionality of Google Search. For example, Dr Greg Davies 
Chiropractic. This enabled effective sourcing of the maximum existing websites in South 
Africa, offering chiropractic services by registered chiropractors.  
Websites identified for prospective use in the study were cross-referenced with the Allied 
Health Professions Council of South Africa's July and August registry available from the 
AHPCSA website (Allied Health Professions Council of South Africa, 2020c). 
3.5 Sample selection and size  
The sampling strategy implemented for the study was based on available website selection 
sampling. The sample size included the selection of all available websites based on details 
of participant recruitment. Between the months of June and August, an average of 886 
chiropractors were registered in South Africa based on the AHPCSA chiropractic registry. It 
was assumed that roughly 50% of chiropractors would have websites. Of those 443 
websites, a percentage of practitioners assumed to be roughly 10%, would practice in clinics 
with more than one chiropractor and therefore share a practice website. This would result in 
10% fewer websites, leaving 400 expected websites available to sample. To account for the 
sample size error, a 5% (margin of error) of the 400 websites which were assumed to make 
up the study sample size, was applied to result in an estimated 380 available websites.  
This target sample size was per the university requirements for the Chiropractic Masters 
degree in Technology, and as approved by the University of Johannesburg Statistical 
consulting Agency (STATKON). The research, therefore, aimed to survey 380 websites, as 
well as additional websites which met the study requirements to improve the sample rate of 




Following the research study participant recruitment and sampling, a total of 341 websites 
were identified and selected for inclusion in the study, which represents 90% of the total 
estimated sample size.  
 
3.6 Sampling process  
Once all websites available to the researcher, through either chiropractic.co.za or 
Google.co.za were identified (341 websites), by means described under participant 
recruitment, no further sampling was required.   
 
3.7 Inclusion criteria   
The following inclusion criteria were used to determine which websites were to be included 
in the study:  
• Accessible on the Chiropractic Association of South Africa’s official website 
(chiropractic.co.za) "Find a Chiropractor" directory, or through Google Search 
engine. 
• Have a valid URL.  
• The practice is located in South Africa.  
• Chiropractors associated with or who own the website must currently be registered 
with the AHPCSA at the time of the study.  
• The written language must be in English for the purposes of interpreting and 
recording data.  
3.8 Exclusion Criteria  
The following exclusion criteria were used to determine which websites were to be excluded 
from the study:   
• The website indicates that the practice is no longer operational: closure of services 
or the chiropractor(s) no longer practice (retired). 
• The chiropractor permanently practices abroad. 
3.9 Development of the survey 
To ensure that data recorded from each participant was recognisable and easily referenced, 





To address the primary aim being researched, a section focused on reporting non-
musculoskeletal symptoms and diagnoses had to be constructed. The survey took reference 
of the findings reported by Jensen et al., (2020) who originally developed a data collection 
tool from 25 websites surveyed, and then later added any additional symptoms and 
diagnosis through the course of the survey process. Following the completion of their survey, 
42 non-musculoskeletal symptoms and diagnoses where identified (Appendix B). These 42 
non-musculoskeletal symptoms and diagnoses were set as the fixed non-musculoskeletal 
symptoms and diagnoses which would be searched for.  
To address the secondary aims of the research, a section recording practice characteristics 
were needed. This section had to account for similar variables investigated by Jensen et al., 
(2020), however, reflecting a South African context. This section specifically required 
inclusion of practice location, practice size, country of education of chiropractor(s), special 
field(s) of interest and medical aid reimbursement coverage. Adjustments were made in 
terms of geographical and South African differences with respect to practice location and 
educational background, respectively. 
3.9.1 Framework of the survey  
Firstly, the data collection tool (Appendix A) had to enable surveyed website details to be 
recorded. This was designed as a pre-section, seen in Figure 3.1 and included the date the 
survey was carried out, the survey file number (correlated to the website assigned survey 
number) and website URL.  




Thereafter the two sections, Section A and Section B were used to capture the data required 
to investigate the primary and secondary aims of the research study.  
Section A: recorded details regarding the practice characteristics (Figure 3.2). These 
included closed-ended questions which were multiple-choice, with specification made as to 
mark one option only or all options applicable.  
Section B: recorded the presence of non-musculoskeletal symptoms and diagnosis from a 
specified list (Figure 3.3) as well as the presence and adequacy of a musculoskeletal based 
explanation for the specified symptom and diagnosis. A supplementary part was included 
(Figure 3.4) to allow for further symptoms and diagnosis to be recorded as identified when 
administering the survey; similarly noting the presence and adequacy of a musculoskeletal 
based explanation. This section comprised of polar closed questions which were presence 















Figure 3.4 Section B: Website claims: additional non-musculoskeletal symptoms and 
diagnosis. 
 
3.9.2 Content of the survey               
The variables of interest that were recorded, as per Appendix A, include non-musculoskeletal 
conditions and practice characteristics:  
1. Non-musculoskeletal condition website claims. These included both general 
symptoms and more specific diagnoses directly related to non-musculoskeletal 
conditions. As discussed in the development of the survey, the specified list of 
categories is based on the work of Jensen et al., (2020) preliminary study and final 
research findings, which includes all of their identified non-musculoskeletal 
conditions. Additional conditions were later added during the data collection process 
of the research to ensure all claims were recorded and included in the study for 
further investigation.  
2. Practice location: the geographic location of the practice within one of the nine 
provinces of South Africa (Gauteng, Western Cape, Eastern Cape, Northern Cape, 
Kwazulu-Natal, North West, Mpumalanga, Free State and Limpopo).  
3. Practice size: the number of chiropractors working at the practice, independent of 
other professions working in the same practice.  
4. Education background of the practitioner(s): the institution where the chiropractor(s) 
received their formally recognised chiropractic educational training.  
5. Access to medical aid reimbursement or coverage: the website stated that the 
practice provides the public access to pay for their chiropractic service through any 




6. Special clinical focus: the fields of interest or particular attention of practitioners or 
practice, including paediatrics, geriatrics, sport, functional medicine, rehabilitation, 
nutrition, scoliosis, veterinary, family practice and other (in the case where there is 
mention of an unspecified area of special clinical focus). The fields of special clinical 
focus referenced were based on the CASA "Find a Chiropractor" directory's 
"Practice Interest" section (Chiropractic Association of South Africa, 2020c).  
3.10 Administering the survey  
Websites which met the study requirements were surveyed individually by the researcher. 
The websites were placed in a list format structured numerically and alphabetically in an 
excel spreadsheet. They were then each assigned a survey number. This structured 
approach allowed for precise participant identification and minimised error with regards to 
the incorrect allocation of surveyed data to the participant. The researcher surveyed the 
websites starting with numerical listing followed by alphabetic listing working in a descending 
fashion, surveying systematically one website at a time.  
 
The website and participant details were recorded in the initial part of the data collection tool 
(Appendix A) for record-keeping purposes. 
Once the website data was collected, the next stage was to complete Section A and record 
the practice characteristics. Practice size was recorded in question 1 by marking one of the 
following options, as either 'Small' (1 chiropractor), 'Large' (2 or more chiropractors), or 
'Unspecified' (if no data was available regarding the number of practitioners working at the 
practice).  
Practice location was recorded in question 2 by marking one of the following options, as 
located in one of the following nine provinces of South Africa: Gauteng, North West, 
Mpumalanga, Limpopo, Free State, Northern Cape, Western Cape, Eastern Cape or 
Kwazulu-Natal.  
The special clinical focus was recorded in question 3 by marking all applicable under the 
following: 'Paediatrics', 'Geriatrics', 'Sport', 'Functional medicine', 'Rehabilitation', 'Nutrition', 
'Scoliosis', 'Veterinary', 'Family practice', and 'Other, (specify)' in the case when a mention 




Educational background was recorded in question 4 by marking all applicable, which 
includes the two existing South African chiropractic education institutes: 'University of 
Johannesburg' and 'Durban University of Technology', and the two older South African 
institutions which no longer exist: 'Technikon of Witwatersrand' and 'Durban Institute of 
Technology'. If the chiropractor received their education elsewhere, then the data was 
recorded as 'Other, (specify)' and the precise location was noted down as mentioned on the 
website. If no data was available on the education background of the practitioner, then 
'Unspecified' was recorded.  
Access to medical aid reimbursement or coverage offered was recorded in question 5, by 
marking one of the following options, as either 'Yes', 'No' or 'Unspecified'. The 'Unspecified' 
option accounted for instances when there is an absence of data regarding the surveyed 
variable. This enabled record of being made, which allowed the website to be included in the 
research in the absence of certain variables.  
Following on from Section A, the researcher moved onto Section B. Record of the presence 
of symptoms and diagnosis of non-musculoskeletal claims was completed in the column 
'Presence' by recording whether the symptom or diagnosis of question 1 to 42, was 'Present', 
noted as the number 1, or 'Absent' noted as the number 2. The presence of an adequate or 
inadequate musculoskeletal explanation clarifying the link with scientific evidence or to the 
scope of practice was noted in the subsequent adjacent column 'Musculoskeletal based 
explanation' under the sub-columns of 'Adequate', 'Inadequate', or 'Not applicable" in the 
case when the presence was found to be absent, and recorded as 1, 2 or 3 respectively.  
The researcher interpreted the adequacy of musculoskeletal based explanations, by 
assessing whether they directly referred to or made clear link to musculoskeletal 
components of diagnosis and treatment or not, alongside supporting evidence-based 
research, and in the context of the AHPCSA scope of practice mentioned in Chapter 2. When 
the researcher was unclear of how to interpret the adequacy of an explanation, they 
conferred with their research supervisor who would then apply the same assessment and 
assign judgement.  
When additional symptoms and diagnoses were discovered that did not match or fall under 




noted under Section B's 'Additional symptoms' 'Specify' (question 43 to 53). Likewise, the 
musculoskeletal explanation was noted in the subsequent adjacent column, 'Musculoskeletal 
based explanation', under the sub-columns of 'Adequate', or 'Inadequate'.  
Once the website had been completely surveyed with all relevant data fields completed, the 
file was saved digitally and put aside for further data analysis.  
 
 
3.10.1 Websites navigation 
The researcher methodically worked through the website directory and read the text on each 
web page to identify data appropriate for recording, based on the predefined parameters and 
categories of the research mentioned. When encountering difficulty in navigating the 
website, due to a poor user-interface or if the website presentation was convoluted, then the 
search functionality was utilised to search for keywords to help identify website claims and 
practice characteristics.  
 
3.11 Data analysis  
On completion of surveying the entire selected sample, the data collected from each Data 
Collection Tool (Appendix A) form, was systematically entered into a pre-structured Excel 
sheet as raw data. This followed on the advice from meetings with STATKON, which 
facilitated further statistical processing and analysis.  This format was the most appropriate 
for statistical analysis and interpretation as directed from STATKON. On completion of the 
survey and conversion into raw data in Excel, the researcher sent the compiled raw data into 
STATKON.  
The researcher then completed the statistical analysis using frequencies and descriptive 
statistics such as basic statistics like counts and percentages. Interpretation of the study 
findings was carried out using cross tabulations to test relationships between two categorical 
variables. This included the correlations between the practice characteristics and the 
prevalence of the five most common non-musculoskeletal symptoms and diagnoses which 
proved statistically viable due to their frequency reported on. For the cross tabulations, the 




Exact test or the Pearson Chi-Square test. These tests will indicate the statistical significance 
and will be followed by symmetric measures, Phi and Cramer's V, to signify effect size.   
3.12 Validity 
To ensure the internal validity of the survey method, an intensive literature review was 
conducted on existing evidence pertaining to the study. The focus was to ensure existing 
literature relevant to the study would be identified. Following this, significantly applicable 
aspects were incorporated, and additional research was obtained to account for the South 
African setting. The research conducted helped formulate a set of questions which would 
improve the causality between the study method and research outcomes as well as 
minimising confounding factors through the survey design such as clarity of questions and 
effective instructions.  
 
Both the study supervisor and statistician from STAKON were actively engaged in 
assessment and editing of all survey sections so that the measurement method, the Data 
Collection Tool (Appendix A), was representative of all relevant aspects of the study 
objective which the study aimed to investigate. The additional survey assessment oversight 
from experts from the Academic Ethics and the Higher Degree Committee, the Department 
of Chiropractic at UJ, and statisticians before approval and administration, meant that 
content validity was ensured. 
 
3.13 Ethical considerations 
Upon completion of a research proposal for this research topic, it was submitted to both the 
University of Johannesburg's Higher Degrees Committee and the Research Ethics 
Committee. Both committees scrutinised the proposal under review. Their feedback was 
received and used to make corrections per their directives. Upon completion of the feedback 
corrections, an Ethical Clearance Letter (Appendix C) was received, stipulating approval of 
the research proposal along with an ethical clearance number. The Faculty Higher Degrees 
Committee gave notice (Appendix D) that the research proposal complied with the approved 
research standards of the Faculty of Health Sciences at the University of Johannesburg. 





Due to the nature of the study and the information surveyed being free public access, there 
was no need to request private information from any persons or practices. There was no 
active participant recruitment or involvement, and therefore no information form was made 
available to explain the study, explain consent, provide details of contact; neither a consent 
form to partake in the research, disclose information or withdraw information or participation. 
There were no risks involved in the study pertaining to the practices and their practitioners, 
starting from the commencement or after the completion of the observational survey. There 
was no interaction or communication with the practitioners or administration of survey 
websites, which meant no benefits, risks or discomforts would be afforded and take place. 
Therefore, the safety (and prevention of harm) was ensured, proposing that this research 
posed a low ethical risk. The website and practitioner's privacy were and continues to be 
protected as anonymity and confidentiality were ensured when compiling the research 
dissertation. Following the collection of data, all websites surveyed details (website URL) 
were de-identified. An ethics waiver as per REC 1.0 (Appendix E) was applied for and 
submitted when the proposal for the research was submitted.  
This research was not covered by institutional insurance. There was no risk of injury. In the 
case of an adverse event or a deviation from the original proposal submitted, the necessary 
forms, reporting these, would have been promptly submitted to the Research Ethics 
Committee at the University of Johannesburg. This research and its supervisors were 
compliant with the Guidelines for Good Clinical Practice.  
A Turnitin report (Appendix F) is submitted alongside the research dissertation, which 
reflects the originality of the content with reference to this research dissertation. 
The results of this study will be assessed. In some cases, results may also be published in 
a scientific journal. In either case, the websites surveyed will not be identifiable in any 
documents, reports or publications. Websites surveyed will be given access to the results of 
this if they would like to see them by contacting the researcher. There is no conflict of 
interests held by anyone involved in this study.  




This chapter discussed in detail the methods used to conduct the study and measures 
involved to analyse data collected. In the next chapter, the results of the survey will be 









CHAPTER 4: RESULTS  
 
4.1 Introduction   
Chapter four will present and describe the statistical information obtained from the survey on 
chiropractic practice websites in South Africa. The aim of the self-administered survey is to 
provide current insight into the frequency of non-musculoskeletal website claims made by 
chiropractors online through their websites; in addition to comparing practice characteristics, 
to investigate any associations between variables. The researcher analysed the responses 
with assistance from a statistician from STATKON.  
 
4.2 Overview of websites surveyed.  
As mentioned in chapter three, a total of 341 websites were selected for sampling, using 
convenient sourcing to identify all available websites (N=341). Of these 341 websites, 341 
of the websites were surveyed to completion using the data collection tool (Appendix A), 
yielding a response and inclusion rate of 100%. Therefore, the number of responses 
collected from the survey totalled 341 (n=341). Every question was completed in the case of 
each survey. There were no invalid responses recorded. The number of answers per 
question varied based on the nature of the question, for example, multiple-choice (more than 
341 responses).  
 




The survey collected data on various aspects of chiropractic practice demographics. These 
included practice size, practice location, special clinical focus, education background of 
chiropractors, and medical aid reimbursement coverage. The aforementioned data results 
will be described and displayed using various charts and tables.  
 
4.3.1 Practice size   
A total of 341 valid practice size answers were collected (n=341). When looking at the size 
of practices, the majority (72%) were categorised as small (n=245), consisting of only one 
chiropractor; followed by over a quarter (26%) categorised as large (n= 88), comprising of 2 
or more chiropractors. A minor fraction (2%) of the websites made no mention of practice 
size (n=8) and were categorised as unspecified (Figure 4.1).  
 
Figure 4.1. Pie chart representing practice size (number of chiropractors) (n=341). 
 
4.3.2 Practice location   
A total of 341 valid practice location answers were collected (n=341). Gauteng province was 
found to be the most prevalent practice location answer identified (n=167), at just under half 
(49%). The two following most frequently reported locations were Kwazulu-Natal (n=73), and 
the Western Cape (n=70), each making up roughly a fifth of the total (21.4% and 20.5% 
respectively). Only a minority of practices (5.3%) were reported as situated in the province 
Eastern Cape (n=18). The remaining provinces of Limpopo (n=2), North West (n=4), Free 
state (n=5), Northern Cape (n=1) and Mpumalanga (n=1) were all reported at less than 2% 









Figure 4.2. Pie chart representing practice location (n=341). 
4.3.3 Special clinical focus   
The question regarding ‘Special clinical focus’ was set as a multiple-choice answer, which 
allowed for more than one answer to be selected. Also, a 'specify' option was included to 
allow for additional answers. A total of 504 valid answers were collected (n=504). Figure 4.3 
demonstrates the percentage of special clinical focus answers based on the total answers. 
Family practice accounted for half of the answers (55%), followed less by sport (21%) and 
paediatrics (15%) answers. The remaining eight answers (including other) made up the 
remaining 9% of answers (Figure 4.3) 
 
Whilst Figure 4.4 illustrates the percentage of cases reporting the various fields of special 
clinical focus. More than four-fifths of the websites (81.8%) mentioned family practice 
(n=279), nearly a third (30.8%) mentioned sport (n=105), followed by a fifth of websites 
(22%) stating paediatrics (n=75) as a special clinical focus. The remaining answers: 
geriatrics (n=8), rehabilitation (n=9), nutrition (n=6), veterinary (n=5), scoliosis (n=5) and 
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Figure 4.4 Bar chart representing areas of special clinical focus based on the percentage 
of cases (n=504). 
 
The ‘Other’ option was selected in a minority (2%) of cases (n=10). Table 4.1 represents the 





















































(n=4) was the most specified other answers (1.2%). The remaining answers each (n=1), 
accounted for 0.3% of total answers reported.   
 
Table 4.1 Frequencies of Other areas of special clinical focus (n=10). 
Areas of special clinical focus  Frequency 
Corporate 4 
Paediatric posture 1 
Postural correction 1 
Prenatal + Postpartum care 1 
Radiology 1 
Vocal issues 1 
Weight management 1 
 
4.3.4 Educational background  
The question regarding ‘Educational background’ was set as a multiple-choice answer, 
which allowed for more than one answer to be selected. Also, a 'specify' option was included 
to allow for additional answers. A total of 373 valid answers were collected (n=373). The 
most selected educational background answer, consisting of more than one-third of answers 
(39.3%) was the University of Johannesburg (n=134), followed by roughly a fifth of cases 
(22.9%) reporting the Durban University of Technology (n=74). Websites mentioned the 
Technikon of Witwatersrand (n=17) in 5% of cases, followed less so (3.8%) by the Durban 
Institute of Technology (n=13). Roughly a quarter (26.7%) of websites had answered 






Figure 4.5. Bar chart representing the frequency and percentage of cases reporting 
educational background (n=373). 
 
The ‘Other’ option constituted a tenth (10.7%) of the total answers (n=40) and was reported 
by 11.7% of websites. Table 4.2 represents the frequencies of additional institutions or 
countries of educational background further specified in the question. As seen, Palmer 
College of Chiropractic (USA) (n=15) was the most specified answer (4.4%). Categorising 
the answers specified into countries, the USA (n=32) totals a majority (80%) of the ‘Other’ 






Table 4.2 Frequency of Other education backgrounds (n=40). 
Education background  Frequency 
Palmer College of Chiropractic (USA) 15 
Life University (USA) 8 
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Concerning the total answer frequencies for the question, institutions in the USA account for 
a minority (8.6%) of answers, whilst the UK institution answers contribute even fewer (1.9%). 
South African institutions (n= 244) make up the majority of answers where websites claim 
chiropractors where educated (65.4%).  
 
4.3.5 Medical aid reimbursement or coverage  
A total of 341 valid medical aid reimbursement or coverage answers were collected (n=341). 
When websites were surveyed for whether they offered medical aid reimbursement or 
coverage, it was found that fifteen percent specified that they did (14.7%), reflected by the 
answer yes (n=50). The answer no (n=44) was answered comparably (12.9%). The majority 
of websites (72.4%) answered unspecified (n=247) (Figure 4.6). 
 
Figure 4.6 Pie chart demonstrating medical aid reimbursement or coverage (n=341). 
4.4 Non-musculoskeletal symptoms and diagnosis  
The survey found a total of 323 website claims for non-musculoskeletal symptoms and 
diagnosis reported under the specified list of non-musculoskeletal symptoms and diagnosis 
(n=323). Not all of the specified symptoms and diagnoses were reported as present on the 
websites surveyed. Following data collection of all websites, there were 29 non-








varying frequencies, and 13 non-musculoskeletal symptoms and diagnoses with zero 
frequencies reported. These 13 included: chronic obstructive pulmonary disease, 
concussion, eye and ear pain, highly sensitive children, hormonal imbalance, impotence, 
infection, low blood pressure, Meniere's disease, shingles (herpes zoster), trigeminal 
neuralgia, tumour, and vestibular neuronitis (Table 4.3). For further result discussion and 
statistical analysis, these will be omitted. 
 
Table 4.3 Frequency of website claims: musculoskeletal symptoms and diagnosis (n=323). 
Non-musculoskeletal symptoms and diagnosis Frequency Percentage of 
cases 
Constipation/digestive problems 54 15.8% 
Insomnia/unease/discontent (in children) 45 13.2% 
Problems with sucking/breastfeeding (in children) 34 10% 
Otitis media/ear infection (in children) 32 9.4% 
Asthma, Incontinence/bed-wetting (in children) 20 5.9% 
Allergy 14 4.1% 
Immune system 12 3.5% 
Osteoporosis 11 3.2% 
Sinusitis 10 2.9% 
Attention-deficit/ hyperactive disorder (in children) 9 2.6% 
Changes in mood 7 2.1% 
Chronic fatigue syndrome, Hyperactivity/restlessness 
(in children), Menstrual cramps/pains, Nausea 
6 1.8% 
Concentration problems (in children), Internal organs 5 1.5% 
Swelling/bleeding/wound 4 1.2% 
Abdominal Pain, High blood pressure 3 0.9% 
Language, reading or writing difficulties, Learning 
problems (in children), Respiratory problems (other than 
asthma)  
2 0.6% 
Common cold, Complex regional pain syndrome (Type 






Chronic Obstructive Pulmonary Disease, Concussion, 
Eye and ear pain, Highly sensitive children, Hormonal 
imbalance, Impotence, Infection, Low blood pressure, 
Meniere's disease, Shingles (herpes zoster), Trigeminal 
neuralgia, Tumour, Vestibular neuronitis 
0 0% 
 
The five most frequently claimed non-musculoskeletal symptoms and diagnoses from the 
specified list account for more than half (64%) of the reported answers (n=205). These 
include  
• Constipation/digestive problems (n=54) reported by 15.8% of websites. 
• Insomnia/unease/discontent (in children) (n=45) reported by 13.2% of websites. 
• Problems with sucking/breastfeeding (in children) (n=34) reported by 10% of websites. 
• Otitis media/ear infection (in children) (n=32) reported by 9.4% of websites; and  
• Incontinence/bed-wetting (in children) (n=20) and asthma (n=20) reported by 5.9% of 
websites.  
The remaining website claims and their frequencies are demonstrated in Table 4.3. 
 
4.4.1 Musculoskeletal based explanations 
Figure 4.7 represents the frequency of musculoskeletal based explanations for the 29 non-
musculoskeletal symptoms and diagnosis reported on. There are 323 corresponding 
answers for either adequate or inadequate musculoskeletal explanations. Analysis reveals 
that less than a fifth of musculoskeletal explanations (17.7%) were answered as adequate 
explanations (n=57), whilst four-fifths of the explanations (82.4%) were answered as 






Figure 4.7 Bar chart representing the frequency of musculoskeletal based explanations for 
specified non-musculoskeletal symptoms and diagnosis (n=323). 
 
Of the present non-musculoskeletal symptoms and diagnoses, only swelling/bleeding/wound 
was reported as having more adequate explanation answers (n=3) than inadequate 
explanations (n=1). A further four non-musculoskeletal symptoms and diagnoses (ADHD in 
children, chronic fatigue syndrome, high blood pressure, and osteoporosis) had answers 
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answers of inadequate explanations. The remaining twenty-three non-musculoskeletal 
symptoms and diagnoses could be further sorted. Nine of them reported adequate 
musculoskeletal explanations, however more than 50% of their explanations were of 
inadequate explanation frequencies. The other fifteen had zero adequate musculoskeletal 
explanation answers and solely inadequate explanations.  
 
4.4.2 Additional non-musculoskeletal symptoms and diagnosis  
The survey's data collection tool (Appendix A) accommodated for the specification of 
additional non-musculoskeletal symptoms and diagnosis, which did not correlate with the 
specified list discussed in section 4.4. The survey reported an additional 49 non-
musculoskeletal symptoms and diagnoses. These additions were recorded exactly as they 
were found and not re-categorised or re-grouped. Their frequencies amounted to 201 
(n=201) as reported in table 4.4. The frequency range is large, with the minimum frequency 
for an additional symptom reported once (in the case of 32 symptoms), and the maximum 
frequency reported 130 times for colic (n=130). The remaining additional symptoms were 
seen either twice, three or four times.   
 
Table 4.4 Frequency of additional symptoms (n=201). 
Additional symptoms  Frequency Percentage 
of cases 
Colic 130 38.1% 
Anxiety 4 1.2% 
Ear infections, Fatigue, Infertility, Insomnia (adults), Irritable 
baby syndrome, Skin conditions, 
3 0.9% 
Behavioural issues, Brain development, Chronic fatigue, 
Difficulty sleeping, Foetal development, Morning sickness, 
Obesity, Postpartum depression, Tiredness, 
2 0.6% 
Autism, Brain Function, Chronic ear infections, Concentration, 
Cystic fibrosis, Decreased labour time, Depression, Diabetes, 
Dystocia, Ear dysfunction, Eczema, Endometriosis, Energy 
levels, Fertility, High stress, KISS syndrome, Lameness, Loss of 





health, Muscular dystrophy, Myasthenia gravis, 
Neurodevelopmental conditions, Nutritional issues, 
Performance ability, Personality changes, Polycystic ovarian 
syndrome, Prevent heart attacks, Snoring, Undefined lameness 
 
4.4.2.1 Musculoskeletal based explanations 
Of the 201 additional symptoms and diagnoses reported, the frequency of adequate 
musculoskeletal based explanations (n=28) amounted to just 13.9% of the answers. The 
adequate responses were for colic (n=24), diabetes (n=1), cystic fibrosis (n=1), one of the 
two behaviour issues (n=1), and one of the three ear infections (n=1) reported. In 
comparison, the frequency of inadequate musculoskeletal based explanations (n=173) 
totalled 86.1% (Figure 4.8). 
 
When including the additional non-MSK symptoms and diagnosis frequencies (n=201) with 
the specified non-MSK symptom and diagnosis frequencies (n=323), the amount of 
adequate (n=85) and inadequate (n=439) musculoskeletal based explanations were found 





Figure 4.8 Bar chart representing the frequency of musculoskeletal based explanations for 































































































































4.4.3 Five most frequent non-musculoskeletal website claims 
In total, there were 524 combined website claims of non-musculoskeletal conditions (n=524). 
The top five most frequently claimed non-musculoskeletal conditions are reflected in Figure 
4.9. These include colic, constipation/digestive problems, insomnia/unease/discontent, 
problems with sucking/breastfeeding (in children), and otitis media/ear infection (in children). 
 
The top five claims have a combined frequency of 295 and represent over half (56.3%) of 
the total answers (n=524). The most frequently reported non-MSK website claim, by a 
significant margin, is colic (n=130). Colic accounts for a quarter (24.8%) of all website claim 
answers, reported by 38.1% of websites. Four of the top five website claims expressly refer 
to conditions specified in children (n=241). Analysis of the musculoskeletal based 
explanations for the top five claims, reveals that less than a fifth of explanations (19.3%) 
were answered as adequate explanations (n=57), whilst four-fifths of the explanations 
(80.7%) were answered as inadequate explanations (n=238). 
 
 
Figure 4.9 Bar chart representing analysis of musculoskeletal based explanation for the 
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4.5 Crosstabulations  
The five most frequent website claims were compared with the practice characteristics: 
practice size, practice location, special clinical focus, educational background, and medical 
aid reimbursement or coverage. Not all answers were included for crosstabulation as in 
many cases the frequencies were too low to yield statistically noteworthy findings. In each 
case, the crosstabulations included the relevant and most prevalent variables based on the 
results mentioned in Chapter 4. This section will report on the findings of the 
crosstabulations.  
 
4.5.1 Practice size crosstabulations  
Practice size crosstabulations compared small (one chiropractor) and large (two or more 
chiropractors) practices.  
 
4.5.1.1 Colic 
Website claims regarding colic were reported by 33.9% of small practices, and 50.0% of 
large practices (Table 4.5). 
 
A Fisher's exact test was completed to test for significant difference between small and large 
practices for the presence of colic website claims. The p-value was reported as p=0.01, 
which is less than 0.05 and indicates a statistically significant result. This proves that there 
is a statistically significant difference between small and large practices in terms of colic. The 
Phi value was -0.146, which indicates that there is a small effect size (Table 4.10).   
 
Table 4.5 Crosstabulation of practice size and colic. 
   Colic presence  Total 
      Present Absent   
Practice 
size 
Small (one) Count 83 162 245 
    % within Practice size 33,9% 66,1% 100,0% 
  Large (two or 
more) 
Count 44 44 88 
    % within Practice size 50,0% 50,0% 100,0% 
Total   Count 127 206 333 





4.5.1.2 Constipation/digestive problems 
Website claims regarding constipation/digestive problems were reported by 15.1% of small 
practices, and 19.3% of large practices (Table 4.6). 
 
A Fisher's exact test was completed to test for significant difference between small and large 
practices for the presence of constipation/digestive problem website claims. The p-value was 
reported as p=0.4, which is larger than 0.05, so there is no significant association between 
small and large practices (Table 4.10). Despite the apparent difference in presence between 
practice size, there is insufficient evidence to say that the gap is of significant statistical 
difference. 
 
Table 4.6 Crosstabulation of practice size and constipation/digestive problems. 
   
Constipation/digestive problem 
presence Total 
      Present Absent   
Practice 
size 
Small (one) Count 37 208 245 
    % within Practice size 15,1% 84,9% 100,0% 
  Large (two or 
more) 
Count 17 71 88 
    % within Practice size 19,3% 80,7% 100,0% 
Total   Count 54 279 333 
    % within Practice size 16,2% 83,8% 100,0% 
 
4.5.1.3 Insomnia/unease/discontent (in children) 
Website claims regarding insomnia/unease/discontent (in children) were reported by 10.6% 
of small practices, and 21.6% of large practices (Table 4.7). 
 
A Fisher's exact test was completed to test for significant difference between small and large 
practices for the presence of insomnia/unease/discontent (in children) website claims. The 
p-value was reported as p=0.017 which is less than 0.05 and indicates a statistically 
significant result. This proves that there is a statistically significant difference between small 
and large practices in terms of insomnia/unease/discontent (in children). The Phi value was 






Table 4.7 Crosstabulation of practice size and insomnia/unease/discontent (in children). 
   
Insomnia/unease/discontent (in 
children) presence Total 
      Present Absent   
Practice 
size 
Small (one) Count 26 219 245 
    % within Practice size 10,6% 89,4% 100,0% 
  Large (two or 
more) 
Count 19 69 88 
    % within Practice size 21,6% 78,4% 100,0% 
Total   Count 45 288 333 
    % within Practice size 13,5% 86,5% 100,0% 
 
4.5.1.4 Problems with sucking/breastfeeding (in children)  
Website claims regarding problems with sucking/breastfeeding (in children) were reported 
by 5.7% of small practices, and 21.6% of large practices (Table 4.8). 
 
A Fisher's exact test was completed to test for significant difference between small and large 
practices for the presence of problems with sucking/breastfeeding (in children) website 
claims. The p-value reported as p <0.001, which is less than 0.05 and indicates a statistically 
significant result. This proves that there is a statistically significant difference between small 
and large practices in terms of problems with sucking/breastfeeding (in children). The Phi 
value was -0.234, which indicates that there is a small effect size (Table 4.10).   
 
Table 4.8 Crosstabulation of practice size and problems with sucking/breastfeeding (in 
children). 
   
Problems with 
sucking/breastfeeding (in 
children) presence Total 
      Present Absent   
Practice 
size 
Small (one) Count 14 231 245 
    % within Practice size 5,7% 94,3% 100,0% 
  Large (two or 
more) 
Count 19 69 88 
    % within Practice size 21,6% 78,4% 100,0% 
Total   Count 33 300 333 






4.5.1.5 Otitis media/ear infections (in children) 
Website claims regarding otitis media/ear infection (in children) were reported by 6.5% of 
small practices, and 17.0% of large practices (Table 4.9). 
 
A Fisher's exact test was completed to test for significant difference between small and large 
practices for the presence of otitis media/ear infection (in children) website claims. The p-
value reported as p=0.009 which is less than 0.05 and indicates a statistically significant 
result. This proves that there is a statistically significant difference between small and large 
practices in terms of otitis media/ear infection (in children). The Phi value was -0.160, which 
indicates that there is a small effect size (Table 4.10).   
 
Table 4.9 Crosstabulation of practice size and otitis media/ear infection (in children). 
   
Otitis media/ear infection (in 
children) Total 
      Present Absent   
Practice 
size 
Small (one) Count 16 229 245 
    % within Practice size 6,5% 93,5% 100,0% 
  Large (two or 
more) 
Count 15 73 88 
    % within Practice size 17,0% 83,0% 100,0% 
Total   Count 31 302 333 
    % within Practice size 9,3% 90,7% 100,0% 
 
Table 4.10 Practice size: Fishers exact test and Phi values of the 5 most frequent non-MSK 
website claims. 
5 most frequent non-MSK website claims   Fisher's exact test   Phi value  
Colic  p=0.01 -0.146  
Constipation/digestive problem p=0.4 - 
Insomnia/unease/discontent (in children) p=0.017 -0.142  
Sucking/breastfeeding (in children) p=<0.001 -0.234  
Otitis media/ear infection (in children) p=0.009  -0.160  
 
4.5.2 Practice location crosstabulations  
Practice location crosstabulations compared the three most frequent answers which 
included Gauteng, Eastern Cape and Kwazulu-Natal. These areas were suitable selections 




4.5.2.1 Colic  
Website claims regarding colic were reported by 41.3% of practices located in Gauteng, 
32.9% in Kwazulu-Natal and 38.6% in Western Cape (Table 4.11). 
 
A Pearson Chi-Square test was completed to test for the difference between the South 
African provinces of Gauteng, Kwazulu-Natal and Western Cape, for the presence of colic 
website claims. The p-value was reported as p=0.466 which is larger than 0.05, so there is 
no significant association between small and large practices (Table 4.). Despite the apparent 
difference in presence between provinces, there is insufficient evidence to say that the gap 
is of significant statistical difference. 
 
Table 4.11 Crosstabulation of practice location and colic. 
   Colic presence Total 
      Present Absent   
Practice 
location 
Gauteng Count 69 98 167 
    % within Practice location 41,3% 58,7% 100,0% 
  Kwazulu-
Natal 
Count 24 49 73 
    % within Practice location 32,9% 67,1% 100,0% 
  Western 
Cape 
Count 27 43 70 
    % within Practice location 38,6% 61,4% 100,0% 
Total   Count 120 190 310 
    % within Practice location 38,7% 61,3% 100,0% 
 
4.5.2.2 Constipation/digestive problems  
Website claims regarding constipation/digestive problems were reported by 22.8% of 
practices located in Gauteng, 6.8% in Kwazulu-Natal and 11.4% in Western Cape (Table 
4.12). 
 
A Pearson Chi-Square test was completed to test for significant difference between the 
South African provinces of Gauteng, Kwazulu-Natal and Western Cape, for the presence of 
constipation/digestive problem website claims. The p-value was reported as p=0.004 which 
is less than 0.05 and indicates a statistically significant result. This proves that there is a 




constipation/digestive problem on websites. The Cramer's V value was 0.188 which 
indicates that there is a small effect size, therefore a small difference between the provinces 
in terms of the presence of constipation/digestive problem website claims (Table 4.16).   
 
Table 4.12 Crosstabulation of practice location and constipation/digestive problems. 
   
Constipation/digestive problems 
presence  Total 
      Present Absent   
Practice 
location 
Gauteng Count 38 129 167 
    % within Practice location 22,8% 77,2% 100,0% 
  Kwazulu-
Natal 
Count 5 68 73 
    % within Practice location 6,8% 93,2% 100,0% 
  Western 
Cape 
Count 8 62 70 
    % within Practice location 11,4% 88,6% 100,0% 
Total   Count 51 259 310 
    % within Practice location 16,5% 83,5% 100,0% 
 
4.5.2.3 Insomnia/unease/discontent (in children) 
Website claims regarding insomnia/unease/discontent (in children) were reported by 17.4% 
of practices located in Gauteng, 9.6% in Kwazulu-Natal and 8.6% in Western Cape (Table 
4.13). 
 
A Pearson Chi-Square test was completed to test for significant difference between the 
South African provinces of Gauteng, Kwazulu-Natal and Western Cape, for the presence of 
insomnia/unease/discontent (in children) website claims. The p-value was reported as 
p=0.104 which is larger than 0.05, so there is no significant association between South 
African provinces (Table 4.16). Despite the apparent difference in presence between 









Table 4.13 Crosstabulation of practice location and insomnia/unease/discontent (in 
children). 
   
Insomnia/unease/discontent (in 
children) presence  Total 
      Present Absent   
Practice 
location 
Gauteng Count 29 138 167 
    % within Practice location 17,4% 82,6% 100,0% 
  Kwazulu-
Natal 
Count 7 66 73 
    % within Practice location 9,6% 90,4% 100,0% 
  Western 
Cape 
Count 6 64 70 
    % within Practice location 8,6% 91,4% 100,0% 
Total   Count 42 268 310 
    % within Practice location 13,5% 86,5% 100,0% 
 
4.5.2.4 Problems with sucking/breastfeeding (in children) 
Website claims regarding problems with sucking/breastfeeding (in children) were reported 
by 12.6% of practices located in Gauteng, 9.6% in Kwazulu-Natal and 4.3% in Western Cape 
(Table 4.14). 
 
A Pearson Chi-Square test was completed to test for the difference between the South 
African provinces of Gauteng, Kwazulu-Natal and Western Cape, for the presence of 
problems with sucking/breastfeeding (in children) website claims. The p-value was reported 
as p=0.151 which is larger than 0.05, so there is no significant association between South 
African provinces (Table 4.16). Despite the apparent difference in presence between 












Table 4.14 Crosstabulation of practice location and problems with sucking/breastfeeding (in 
children). 
   
Problems with 
sucking/breastfeeding (in 
children) presence  Total 
      Present Absent   
Practice 
location 
Gauteng Count 21 146 167 
    % within Practice location 12,6% 87,4% 100,0% 
  Kwazulu-
Natal 
Count 7 66 73 
    % within Practice location 9,6% 90,4% 100,0% 
  Western 
Cape 
Count 3 67 70 
    % within Practice location 4,3% 95,7% 100,0% 
Total   Count 31 279 310 
    % within Practice location 10,0% 90,0% 100,0% 
 
4.5.2.5 Otitis media/ear infections (in children) 
Website claims regarding otitis media/ear infections (in children) were reported by 11.4% of 
practices located in Gauteng, 9.6% in Kwazulu-Natal and 5.7% in Western Cape (Table 
4.15). 
 
A Pearson Chi-Square test was completed to test for the difference between the South 
African provinces of Gauteng, Kwazulu-Natal and Western Cape, for the presence of otitis 
media/ear infections (in children) website claims. The p-value was reported as p=0.404 
which is larger than 0.05, so there is no significant association between South African 
provinces (Table 4.16). Despite the apparent difference in presence between provinces, 













Table 4.15 Crosstabulation of practice location and otitis media/ear infection (in children). 
   
Otitis media/ear infection (in 
children)  Total 
      Present Absent   
Practice 
location 
Gauteng Count 19 148 167 
    % within Practice location 11,4% 88,6% 100,0% 
  Kwazulu-
Natal 
Count 7 66 73 
    % within Practice location 9,6% 90,4% 100,0% 
  Western 
Cape 
Count 4 66 70 
    % within Practice location 5,7% 94,3% 100,0% 
Total   Count 30 280 310 
    % within Practice location 9,7% 90,3% 100,0% 
 
Table 4.16 Practice location: Pearson Chi-Square and Cramer's V of the five most frequent 
non-MSK website claims. 









Colic  1.526a 2 0.466 - 
Constipation/digestive problem 11.009a 2 0.004 0.118 
Insomnia/unease/discontent (in children) 4.535a 2 0.104 - 
Sucking/breastfeeding (in children) 3.784a 2 0.151  - 
Otitis media/ear infection (in children) 3.784a 2 0.151 - 
 
4.5.3 Special clinical focus crosstabulations  
Crosstabulations compared the three most prevalent special clinical answers, which included 
paediatrics, sport, and family practice. No statistical tests could be carried out on special 
clinical focus results, as the question regarding special clinical focus was a multiple-choice 
question. Instead, the results were assessed in terms of frequencies, as reported in Section 
4.3.3. 
 
4.5.3.1 Colic  
Website claims regarding colic were reported by 58.7% of practices with a special clinical 






Table 4.17 Crosstabulation of special clinical focus and colic. 
   Colic presence   Total 
      Present Absent   
Special 
clinical focus 
Paediatrics Count 44 31 75 
    % within Special 
clinical focus 
58,7% 41,3%   
  Sport Count 40 65 105 
    % within Special 
clinical focus 
38,1% 61,9%   
  Family 
practice 
Count 106 173 279 
    % within Special 
clinical focus 
38,0% 62,0%   
Total   Count 190 269 459 
 
4.5.3.2 Constipation/digestive problems  
Website claims regarding constipation/digestive problems were reported by 37.3% of 
practices with a special clinical focus in paediatrics, 15.2% in sport and 15.4% in family 
practice (Table 4.18). 
 
Table 4.18 Crosstabulation of special clinical focus and constipation/digestive problems. 
   
Constipation/digestive problems 
presence  Total 
      Present Absent   
Special 
clinical focus 
Paediatrics Count 28 47 75 
    % within Special 
clinical focus 
37,3% 62,7%   
  Sport Count 16 89 105 
    % within Special 
clinical focus 
15,2% 84,8%   
  Family 
practice 
Count 43 236 279 
    % within Special 
clinical focus 
15,4% 84,6%   
Total   Count 87 372 459 
 
4.5.3.3  Insomnia/unease/discontent (in children) 
Website claims regarding insomnia/unease/discontent (in children) were reported by 34.7% 
of practices with a special clinical focus in paediatrics, 16.2% in sport and 12.9% in family 





 Table 4.19 Crosstabulation of special clinical focus and insomnia/unease/discontent (in 
children). 
   
Insomnia/unease/discontent (in 
children) presence  Total 
      Present Absent   
Special 
clinical focus 
Paediatrics Count 26 49 75 
    % within Special 
clinical focus 
34,7% 65,3%   
  Sport Count 17 88 105 
    % within Special 
clinical focus 
16,2% 83,8%   
  Family 
practice 
Count 36 243 279 
    % within Special 
clinical focus 
12,9% 87,1%   
Total   Count 79 380 459 
 
4.5.3.4 Problems with sucking/breastfeeding (in children)  
Website claims regarding problems with sucking/breastfeeding (in children) were reported 
by 26.7% of practices with a special clinical focus in paediatrics, 14.3% in sport and 9.0% in 
family practice (Table 4.20). 
 
Table 4.20 Crosstabulation of special clinical focus and problems with sucking/breastfeeding 
(in children). 
   
Problems with 
sucking/breastfeeding (in 
children) presence Total 
      Present Absent   
Special 
clinical focus 
Paediatrics Count 20 55 75 
    % within Special 
clinical focus 
26,7% 73,3%   
  Sport Count 15 90 105 
    % within Special 
clinical focus 
14,3% 85,7%   
  Family 
practice 
Count 25 254 279 
    % within Special 
clinical focus 
9,0% 91,0%   
Total   Count 60 399 459 
 
4.5.3.5 Otitis media/ear infections (in children) 
Website claims regarding otitis media/ear infections (in children) were reported by 16% of 
practices with a special clinical focus in paediatrics, 5.7% in sport and 10.4% in family 




Table 4.21 Crosstabulation of special clinical focus and otitis media/ear infection (in 
children). 
   
Otitis media/ear infection (in 
children)  Total 
      Present Absent   
Special 
clinical focus 
Paediatrics Count 12 63 75 
    % within Special 
clinical focus 
16,0% 84,0%   
  Sport Count 6 99 105 
    % within Special 
clinical focus 
5,7% 94,3%   
  Family 
practice 
Count 29 250 279 
    % within Special 
clinical focus 
10,4% 89,6%   
Total   Count 47 412 459 
 
4.5.4 Educational background crosstabulations 
Educational background crosstabulations compared the two most prevalent institutions 
which included the University of Johannesburg and the Durban University of Technology. No 
statistical tests could be carried out on educational background results, as the question 
regarding educational background was a multiple-choice question. Instead, the results were 
assessed in terms of frequencies, as reported in Section 4.3.4.  
 
4.5.4.1 Colic 
Website claims regarding colic were reported by 39.6% of websites who had a chiropractor 
whose educational background included the University of Johannesburg, and 44.9% from 
the Durban University of Technology (Table 4.22). 
 
Table 4.22 Crosstabulation of educational background and colic. 
   Colic presence  Total 





Count 53 81 134 
    % within Educational 
background 
39,6% 60,4%   
  Durban University of 
Technology 
Count 35 43 78 
    % within Educational 
background 
44,9% 55,1%   





4.5.4.2 Constipation/digestive problems  
Website claims regarding constipation/digestive problems were reported by 23.9% of 
websites who had a chiropractor whose educational background included the University of 
Johannesburg, and 15.4% from the Durban University of Technology (Table 4.23). 
 
Table 4.23 Crosstabulation of educational background and constipation/digestive problems. 
   
Constipation/digestive 
problems presence Total 





Count 32 102 134 
    % within Educational 
background 
23,9% 76,1%   
  Durban University of 
Technology 
Count 12 66 78 
    % within Educational 
background 
15,4% 84,6%   
Total   Count 44 168 212 
 
4.5.4.3 Insomnia/unease/discontent (in children) 
Website claims regarding insomnia/unease/discontent (in children) were reported by 18.7% 
of websites who had a chiropractor whose educational background included the University 
of Johannesburg, and 14.1% from the Durban University of Technology (Table 4.24). 
 
Table 4.24 Crosstabulation of educational background and insomnia/unease/discontent (in 
children). 
   
Insomnia/unease/discontent 
(in children) presence  Total 





Count 25 109 134 
    % within Educational 
background 
18,7% 81,3%   
  Durban University of 
Technology 
Count 11 67 78 
    % within Educational 
background 
14,1% 85,9%   
Total   Count 36 176 212 
 
4.5.4.4 Problems with sucking/breastfeeding (in children)  
Website claims regarding sucking/breastfeeding (in children) were reported by 14.2% of 
websites who had a chiropractor whose educational background included the University of 




Table 4.25 Crosstabulation of educational background and problems with 
sucking/breastfeeding (in children). 
   
Problems with 
sucking/breastfeeding (in 
children) presence  Total 





Count 19 115 134 
    % within Educational 
background 
14,2% 85,8%   
  Durban University of 
Technology 
Count 10 68 78 
    % within Educational 
background 
12,8% 87,2%   
Total   Count 29 183 212 
 
4.5.4.5 Otitis media/ear infections (in children) 
Website claims regarding otitis media/ear infections (in children) were reported by 9.7% of 
websites who had a chiropractor whose educational background included the University of 
Johannesburg, and 14.1% from the Durban University of Technology (Table 4.26). 
 
Table 4.26 Crosstabulation of educational background and problems with otitis media/ear 
infections (in children). 
   
Otitis media/ear infection 
(in children)  Total 





Count 13 121 134 
    % within Educational 
background 
9,7% 90,3%   
  Durban University of 
Technology 
Count 11 67 78 
    % within Educational 
background 
14,1% 85,9%   
Total   Count 24 188 212 
 
4.5.5 Medical aid reimbursement and coverage crosstabulations 
Medical aid reimbursement and coverage crosstabulations compared answers yes and no.  
 
4.5.5.1  Colic  
Website claims regarding colic were reported by 46.0% of practices that offered medical aid 





A Fisher's exact test was completed to test for significant difference between answers yes 
and no regarding medical aid reimbursement or coverage, for the presence of colic website 
claims. The p-value was reported as p=0.534 which is larger than 0.05, so there is no 
significant association between yes and no answers (Table 4.11). Despite the apparent 
difference in presence between yes or no, there is insufficient evidence to say that the gap 
is of significant statistical difference. 
 
Table 4.27 Crosstabulation of medical aid reimbursement or coverage and colic. 
   Colic presence  Total 
      Present Absent   
Medical 
aid cover 
Yes Count 23 27 50 
    % within Medical aid cover 46,0% 54,0% 100,0% 
  No Count 17 27 44 
    % within Medical aid cover 38,6% 61,4% 100,0% 
Total   Count 40 54 94 
    % within Medical aid cover 42,6% 57,4% 100,0% 
 
4.5.5.2 Constipation/digestive problems  
Website claims regarding constipation/digestive problems were reported by 22.0% of 
practices that offered medical aid reimbursement or coverage, and 15.9% that stated that 
they did not (Table 4.28). 
 
A Fisher's exact test was completed to test for significant difference between answers yes 
and no regarding medical aid reimbursement or coverage, for the presence of 
constipation/digestive problems website claims. The p-value was reported as p=0.601 which 
is larger than 0.05, so there is no significant association between yes and no answers (Table 
4.11). Despite the apparent difference in presence between yes or no, there is insufficient 








Table 4.28 Crosstabulation of medical aid reimbursement or coverage and 
constipation/digestive problems. 
   
Constipation/digestive problems 
presence  Total 
      Present Absent   
Medical 
aid cover 
Yes Count 11 39 50 
    % within Medical aid cover 22,0% 78,0% 100,0% 
  No Count 7 37 44 
    % within Medical aid cover 15,9% 84,1% 100,0% 
Total   Count 18 76 94 
    % within Medical aid cover 19,1% 80,9% 100,0% 
 
4.5.5.3 Insomnia/unease/discontent (in children) 
Website claims regarding insomnia/unease/discontent (in children) were reported by 22.0% 
of practices that offered medical aid reimbursement or coverage, and 9.1% that stated that 
they did not (Table 4.29). 
 
A Fisher's exact test was completed to test for significant difference between answers yes 
and no regarding medical aid reimbursement or coverage, for the presence of 
insomnia/unease/discontent (in children) website claims. The p-value was reported as 
p=0.100, which is larger than 0.05, so there is no significant association between yes and 
no answers (Table 4.11). Despite the apparent difference in presence between yes or no, 
there is insufficient evidence to say that the gap is of significant statistical difference. 
 
Table 4.29 Crosstabulation of medical aid reimbursement or coverage and 
insomnia/unease/discontent (in children). 
   
Insomnia/unease/discontent (in 
children) presence  Total 
      Present Absent   
Medical 
aid cover 
Yes Count 11 39 50 
    % within Medical aid cover 22,0% 78,0% 100,0% 
  No Count 4 40 44 
    % within Medical aid cover 9,1% 90,9% 100,0% 
Total   Count 15 79 94 





4.5.5.4 Problems with sucking/breastfeeding (in children)  
Website claims regarding problems with sucking/breastfeeding (in children) were reported 
by 20.0% of practices that offered medical aid reimbursement or coverage, and 9.1% that 
stated that they did not (Table 4.30). 
 
A Fisher's exact test was completed to test for significant difference between answers yes 
and no regarding medical aid reimbursement or coverage, for the presence of problems with 
sucking/breastfeeding (in children) website claims. The p-value was reported as p=0.159 
which is larger than 0.05, so there is no significant association between yes and no answers 
(Table 4.11). Despite the apparent difference in presence between yes or no, there is 
insufficient evidence to say that the gap is of significant statistical difference. 
 
Table 4.30 Crosstabulation of medical aid reimbursement or coverage and problems with 
sucking/breastfeeding (in children). 
   
Problems with 
sucking/breastfeeding (in 
children) presence  Total 
      Present Absent   
Medical 
aid cover 
Yes Count 10 40 50 
    % within Medical aid cover 20,0% 80,0% 100,0% 
  No Count 4 40 44 
    % within Medical aid cover 9,1% 90,9% 100,0% 
Total   Count 14 80 94 
    % within Medical aid cover 14,9% 85,1% 100,0% 
 
4.5.5.5 Otitis media/ear infections (in children) 
Website claims regarding otitis media/ear infections (in children) were reported by 6.0% of 
practices that offered medical aid reimbursement or coverage, and 9.1% that stated that they 
did not (Table 4.31). 
 
A Fisher's exact test was completed to test for significant difference between answers yes 
and no regarding medical aid reimbursement or coverage, for the presence of otitis 
media/ear infections (in children) website claims. The p-value was reported as p=0.702 




(Table 4.11). Despite the apparent difference in presence between yes or no, there is 
insufficient evidence to say that the gap is of significant statistical difference. 
 
Table 4.31 Crosstabulation of medical aid reimbursement or coverage and otitis media/ear 
infections (in children). 
   
Otitis media/ear infection 
(in children)  Total 
      Present Absent   
Medical 
aid cover 
Yes Count 3 47 50 
    % within Medical aid cover 6,0% 94,0% 100,0% 
  No Count 4 40 44 
    % within Medical aid cover 9,1% 90,9% 100,0% 
Total   Count 7 87 94 
    % within Medical aid cover 7,4% 92,6% 100,0% 
 
Table 4.32 Medical aid reimbursement or coverage: Fishers exact test and Phi values of the 
five most frequent non-MSK website claims. 
Top 5 non-MSK symptoms and diagnosis  Fisher's exact test   Phi value  
Colic  p=0.534 - 
Constipation/digestive problem p=0.601 - 
Insomnia/unease/discontent (in children) p=0.100 - 
Sucking/breastfeeding (in children) p=0.159 - 
Otitis media/ear infection (in children) p=0.702 - 
 
4.6 Conclusion  
The data collected from the survey has been discussed in an appropriate format, making 
use of graphs and tables to display the results throughout the chapter. There was a focus on 
frequencies and percentages regarding practice characteristic, the website claims and their 
supporting explanations, to specify exact results and demonstrate statistical significance. 
Cross tabulations were performed on the top five most frequently reported non-MSK website 
claims. Chi-Square tests (Fisher's exact test and Pearson Chi-Square test) were applied, 
and Phi and Cramer's V values generated to determine statistically significant findings. The 






CHAPTER 5: DISCUSSION  
 
5.1 Introduction   
Chapter 5 will focus on discussing the nature and frequency of results reported on in Chapter 
4. Results from cross tabulations will be utilised to examine trends and statistically significant 
findings between the five most prevalent website claims for non-musculoskeletal symptoms 
and diagnosis with practice characteristics reported on in section 4.3. This will allow the 
research to fulfil study of the primary and secondary research aims. Additional comparison 
to similar studies, including the Denmark study (Jensen et al., 2020) will be made to assess 
similarities and differences. However, a note will be taken of survey questions and biographic 
differences. Where appropriate, statistical variations will be mentioned, and reasons or 
conclusions drawn for the differences noted.   
 
5.2 Survey administration rate 
This research survey was administered to 341 websites in South Africa. The Denmark study 
surveyed 139 websites, sourced from an established directory, which represented 57% of 
practice websites in the country, (Jensen et al., 2020). A similar study conducted in Canada 
reviewed approximately 750 websites of 1250 chiropractors with particular focus on 
misleading claims of health conditions (Kawchuk, Hartvigsen, Innes, Simpson and Gushaty, 
2020). This study surveyed more than twice the number of websites in the Denmark study.  
 
Denmark is estimated to have roughly 650 registered chiropractors (Danish Chiropractor 
Association, 2019). Using the value of 244 danish chiropractic websites and the number of 
chiropractors, then it can be calculated that roughly 37.5% of chiropractors have practice 
websites available for sampling. The figure in South Africa, assuming 887 chiropractors with 
341 websites, is estimated at roughly 38.4%. These figures are very similar, which suggests 
the sample size acquired was justified and appropriately suitable. Noting factors such as that 
many chiropractors share practices, several practise oversees (whilst maintaining 
registration) and that many do not advertise online- relying mainly on word of mouth and 






5.3 Chiropractic practices 
The characteristics of South African chiropractic practices will be discussed in this section. 
Practice location, practice size, special clinical focus, education background and medical aid 
reimbursement or coverage will be examined.  
 
5.3.1 Practice size 
Of the 341 practice size answers, 72% were categorised as small (one chiropractor) followed 
by 26% categorised as large and 2% unspecified (no mention of practice size). These 
findings indicate that the majority, more than two thirds, of practices consist of only one 
chiropractor. Whilst roughly a quarter of chiropractors work together in practices. This 
compares differently with the study conducted in Denmark, whose findings are demonstrated 
in Table 5.1. Jensen et al., (2020) results depict that two-thirds of practices in Denmark are 
categorised as large whilst a third are small. A possible reason for this could be that Denmark 
chiropractors are more integrated into the general medical health care system, with more 
than 20 chiropractors employed in hospitals. (Danish Chiropractor Association, 2019). 
Therefore, large multidisciplinary practices could explain these findings.  
 
Table 5.1 Comparison of practice size findings with the Denmark study. 
Practice size  Denmark Study 
(Jensen et al., 2020)  
This SA 
survey   
Small (1 chiropractor) 35% 72% 
Large (2 or more chiropractors) 65% 26% 
Unspecified (no mention of practice size) Zero  2% 
 
5.3.2 Practice location 
Practice location answers were recorded for each province of South Africa. Of the 341 
practice location answers, the geographic distribution revealed greatly unequal distributions 
amongst provinces; 49% were located in Gauteng, followed by 21.4% in Kwazulu-Natal, 
20.5% in Western Cape, 5.3% in Eastern Cape, 1.5% in the Free State, 1.2% in North West, 
0.6% in Limpopo, and 0.3% in both Northern Cape and Mpumalanga. Therefore, the data 
shows that 91% of practices are located within only three provinces, and nearly half in the 




As discussed in section 2.4.1, these findings are reflective of health care distribution, which 
is found predominantly in metropolitan areas or areas with significant socioeconomic activity. 
This points to disparities in access and equity in healthcare.  
 
Jensen et al., (2020) sampled thirty websites from each of the five regions in Denmark. 
However, one region only provided 20 clinic websites, totalling 150 websites to ensure equal 
representation. Figure 5.1 demonstrates the practice distribution within Denmark. Regions 
with the most significant number of clinics are home to the greatest population numbers, 
markedly the capital region of Denmark (Hovedstaden) with 150 plus clinics, which is home 
to the country's capital, Copenhagen.  
 
In South Africa, according to CASA, the lowest number of chiropractors practising in a 
province is in the Northern Cape with three chiropractors (Chiropractic Association of South 
Africa, 2020c). In contrast, Jensen et al., (2020) indicated in Figure 1 of their study, that the 
lowest number of clinics in a Denmark region is 50. This is despite the fact that Denmark has 
only 650 practising chiropractors compared with 887 in South Africa, albeit that South Africa 
is a significantly larger country (Danish Chiropractor Association, 2019). The practice 
distribution findings emphasise that chiropractors in South Africa are not evenly distributed.  
 
 





5.3.3 Special clinical focus 
Analysis of special clinical focus answers revealed that there were three major areas of 
clinical focus mainly reported on. These were family practice, reported by 81.8% of websites, 
followed by 30.8% in sport and 22% in paediatrics. The remaining fields of clinical focus 
(including those specified under other), such as geriatrics, rehabilitation, corporate, scoliosis, 
nutrition and veterinary each amounted to less than 3% of answers.  
 
The three most prevalent fields of special clinical focus are coincidingly also the fields of 
continuous development and postgraduate studies commonly offered and engaged in by 
chiropractors. The term Family practice allows for the inclusion of all members of a family, 
including children, adults and grandparents; as the term is broad, it encompasses 
paediatrics, geriatrics and potentially pregnancy. This is perhaps why it is used so frequently 
by websites as it removes the need to specify particular conditions, whilst still targeting most 
patient demographics. Sports injuries are also a common complaint of many patients seeking 
chiropractic care. Therefore, it makes sense as to why chiropractic websites would advertise 
their services in these fields, in a possible attempt to appeal to this patient base.   
 
Jensen et al., (2020) reported on the patient groups most often mentioned. These included 
infants (81%) and children (81%), which were mentioned the most frequently, followed by 
athletes (58%), pregnancy (49%), senior citizens (47%) and disabled people (3%). The 
surveying conducted in this study led to a different scope of data collected. This study 
researched special clinical focus which the websites claimed that the chiropractors focused 
on, and not groups of patients mentioned, which may account for variations noted. Of note 
is the high prevalence of children and athletes mentioned. Similarly, paediatrics and sports 
were in the top three special clinical focus reported by SA chiropractic websites.  
 
5.3.4 Educational background  
To understand the number of websites which report education background obtained from 
institutions in South Africa, we have combined the University of Johannesburg, and the 
previously named Technikon of Witwatersrand. Similarly, percentages from the Durban 
University of Technology, and the previously named Durban Institute of Technology have 




amounted to 26.7%. This shows a 66% greater mention of chiropractors from UJ compared 
to DUT. Over a quarter, 26.7%, of websites had answered unspecified, and 10% answered 
Other. 
 
To better analyse the answers specified under Other and contextualise them, the responses 
were categorised into countries and their frequencies combined. Figure 5.2 demonstrates 
the results, which are that SA represents 65%, whilst the USA accounts for 9% and the UK 
totals only 2% of cases. This suggests that based on the website reports of educational 
background, the majority of chiropractors practising in SA have been educated at 
chiropractic institutions in SA. In contrast, smaller minorities of chiropractors received 
education overseas in the USA and the UK. 
 
 
Figure 5.2 Pie chart demonstrating the countries of educational background (n=374). 
 
Jensen et al., (2020) similarly noted that the local institution accounted for more education 
background of chiropractors (17%) compared with overseas institutions (10% from the UK 
and 11% from the USA). A major difference noted is that in SA, the local institutions 
accounted for more than half of the educational background answers, whilst in Denmark, the 
value was recorded at 17%. This could be due to the inclusion of local institution answers 
categorised under mixed, which was recorded at 30% as well as the fact that SA has twice 
the number of chiropractic education institutions as Denmark. Denmark is also geopolitically 









chiropractors working in Denmark, or chiropractors travelling to Denmark to receive formal 
training. Like South Africa, the study found that over a quarter of websites had an unspecified 
educational background.   
 
5.3.5 Medical aid reimbursement or coverage  
The survey revealed that a minority of websites offered medical aid reimbursement or 
coverage. This suggests that only a small portion of SA chiropractic practices are signed up 
with medical aid schemes.  
Alternatively, it could reflect a lack of information advertised to the public on payment options 
which are supported by the majority of unspecified answers collected. Less than a fifth of 
practice websites specified that they explicitly did not offer medical aid reimbursement or 
coverage; instead, they established themselves as a cash-based practice, requiring payment 
immediately for services rendered.  
 
The possible reason for the lack of mention regarding payment options, by such a large 
percentage of the websites, could be that chiropractors may not feel comfortable or justified 
advertising fees and payment details. Alternatively, the website design may just have 
neglected this field of detail. It must be noted that any mention of advertising of medical aid 
reimbursement or coverage does not contravene advertising guidelines set out in the 
Guidelines, Code of Ethics (AHPCSA 2015c). 
 
There are several factors to consider as to why so few practices explicitly advertise whether 
they offer medical aid reimbursement. It may be evidence of a trend that patients are 
accustomed to having to pay out of pocket for chiropractic services and find the expense 
acceptable with regards to their other health care expenses. Another reason may be that 
despite 21 medical aid schemes offering provision for coverage and reimbursement for 
chiropractic services, it may be minimal, limited and deplete from patient savings. In addition, 
only a minority of the South African population is covered through private medical aid 
schemes (Naidoo, 2012).  
 
When looking at Denmark, Jensen et al. (2020) report that almost 90% of chiropractic clinics 




significantly higher mention of reimbursement agreements (83.5%). The agreement is similar 
to the National Health Insurance programme planned for South Africa, which could see 
medical aid reimbursement or coverage change when the model is implemented, aligning 
more closely with Denmark.  
 
In the United Kingdom the government's public National Health Service (NHS), which is the 
primary provider of health care, states that chiropractic is not widely available on the NHS, 
only in some areas and when referred by a GP (NHS, 2020). Chiropractic is predominately 
covered privately by major providers provided they obtain a GP referral. Statistics on 
websites were not available, but the British Chiropractic Association reports that most 
patients pay privately for their care (British Chiropractic Association, 2016).  
 
5.4 Non-musculoskeletal symptoms and diagnosis  
The number of clinics reporting non-MSK symptoms and diagnosis in South Africa totalled 
158, which represents 46% of the websites surveyed; compared to Denmark, where 77 of 
the 139 (55%) websites audited reported claims.  
 
Section 4.4 addressed the frequencies of non-MSK symptoms and diagnosis. Interestingly, 
13 of the non-MSK symptoms and diagnosis categories acquired from Jensen et al., (2020) 
yielded no responses. Comparatively, this survey produced 524 accounts of non-MSK 
symptoms and diagnosis claims against 278 in Denmark, which is a 190 percent increase 
despite surveying nearly 2.5 times the number of websites. This indicates that the rate of 
non-MSK claims made by danish chiropractic websites surpasses the non-MSK claims made 
by South African websites.  
 
Table 5.2 displays the ten most frequently reported non-MSK symptoms and diagnosis by 
chiropractic clinics in Denmark, with a comparison of findings in South Africa as revealed 
from this survey. Comparatively, South African websites reported much fewer of the danish 
top 10 non-MSK symptoms and diagnosis. It is also evident that fewer adequate 
explanations were reported in each case. This together with general adequacy results of 
explanations (discussed in section 4.4), points to the general picture that whilst South African 




supporting musculoskeletal based explanations for claims regarding non-MSK symptoms 
and diagnosis.  
 
Table 5.2 The ten most frequently reported non-musculoskeletal symptoms and diagnosis 
by danish websites compared with South African websites. 
 Denmark (Jensen et al., 2020)  South Africa  
Symptom or diagnosis  % of websites 
reporting non-
MSK in total 





% of websites 
reporting non-
MSK in total 






problems (in children) 
18.0% 9.4% 1.5% 1.5% 
Insomnia/unease/discontent (in 
children)  
30.9% 9.4% 13.2% 10.0% 
Otitis media/ear infection (in 
children)  
17.3% 7.9% 9.4% 7.9% 




13.7% 3.6% 10.0% 7.3% 
Constipation/digestive problems 12.2% 5.8% 15.8% 13.5% 
Asthma 10.8% 2.2% 5.9% 4.7% 
Incontinence/bed-wetting (in 
children) 
9.4% 2.2% 5.9% 5.0% 
Hyperactivity/ restlessness (in 
children)  
8.6% 2.9% 1.8% 1.5% 
Learning problem (in children)  6.5% 2.2% 0.6% 0.6% 
 
Murdoch, Carr and Caulfield (2016) researched website claims relating to asthma and allergy 
and looked at 100 chiropractic websites in Canada. They found that 33% of chiropractors 
advertised at least one of diagnosis, treatment or efficacy for allergy, and 38% for asthma. 
In contrast, this survey found that 4.1% of websites made claims regarding allergy and 5.9% 





Kawchuk, Hartvigsen, Innes, Simpson and Gushaty (2020) targeted 750 Canadian 
chiropractic websites using customised software. The software tool searched for pre-defined 
words involving diseases, disorders and conditions of which there is an absence of 
acceptable evidence supporting the claims. These included diabetes, infections, infertility, 
ADHD, autism and developmental and speech disorders. Following the scan which included 
750 websites, 250 potentially inappropriate specific health condition communications were 
identified. When focusing on immunity, the scan returned 97 cases for "immune" which were 
deemed inappropriate.  
 
Four of the top five website claims expressly refer to conditions specified in children (n=241). 
Analysis of the musculoskeletal based explanations for the top five claims, reveals that less 
than a fifth of explanations (19.3%) were answered as adequate explanations (n=57), whilst 
four-fifths of the explanations (80.7%) were answered as inadequate explanations (n=238). 
 
5.4.1 Non-musculoskeletal symptoms and diagnosis in children  
Results of the study revealed a trend towards advertising non-musculoskeletal symptoms 
and diagnosis relating specifically to children. A total of 14 different childhood symptoms and 
diagnoses amounted to 292 website claims recorded. This indicates that 58% of the time a 
non-musculoskeletal claim made will refer to childhood conditions. More specifically, colic 
accounted for a quarter of all claims made and was mentioned more than any other non-
MSK symptom or diagnosis. It was described by 38.1% of websites and inadequately 
claimed by 31.1%.  
 
Interestingly Ernst and Gibley (2010), who reviewed 200 websites in Australia, Canada, New 
Zealand, the United Kingdom and the United States, found that 38% of chiropractor websites 
were found to make unsubstantiated claims regarding treatment of colic and infant colic. This 
closely resembles the rate of claims made in South Africa for colic. What is more, they found 
that 52% made claims of treating asthma, and 55% made claims of treating ear infections, 
aches or otitis media. Comparatively, in South Africa, these two conditions were reported by 
5.9% and 9.4% respectively and inadequately by 4.7% and 7.9% of websites. Jensen et al., 
(2020) also reported inadequate claims of otitis media in children at 7.9%, which is identical 




Figure 5.3 demonstrates the adequacy of musculoskeletal based explanations 
accompanying the website claims. Here it can be seen that the rate at which adequate 
musculoskeletal explanations were provided was very low. This is concerning as childhood 
non-MSK symptoms and diagnosis were the most frequently reported claims.  
 
 
Figure 5.3 Bar chart representing the adequacy of musculoskeletal based explanations of 
non-musculoskeletal conditions reported in children (n=292). 
 
5.5. Differences between practices  
Differences between clinics were analysed using Fisher's Exact Test and the Pearson Chi-
Square. In the event when there was a difference between groups, the phi coefficient and 
Crammer's V where utilised to determine the effect size. The results showed small 
statistically significant differences between practice size regarding colic, 
insomnia/unease/discontent (in children), problems with sucking/breastfeeding (in children), 
and otitis media/ear infection (in children), as well as practice location for 
constipation/digestive problems.  
 
Jensen et al., (2020) reported no differences in clinic size, location, reimbursement status or 
country of educational background. They did note that there was a larger proportion of 
websites advertising treatment for non-musculoskeletal disorders without providing an 
adequate explanation among clinics with a special clinical focus in infants/children (31%) 








5.5.1 Practice size  
The results of this research study revealed that there was a small statistical association 
between practice size in relation to the frequency of reporting in four of the top five non-
musculoskeletal website claims: 
 
• Large practices more frequently reported colic. A small statistically significant difference 
between small and large practices in terms of colic website claims was found. 
• Large practices more frequently reported insomnia/unease/discontent (in children). A 
small statistically significant difference between small and large practices in terms of 
insomnia/unease/discontent (in children) website claims was found.  
• Large practices more frequently reported problems with sucking/breastfeeding (in 
children). A small statistically significant difference between small and large practices 
in terms of problems with sucking/breastfeeding (in children) website claims was found. 
• Large practices more frequently reported otitis media/ear infection (in children). A small 
statistically significant difference between small and large practices in terms of otitis 
media/ear infection (in children) website claims was found. 
 
Larger practices are more likely to have chiropractors with different special clinical fields of 
interest. Therefore, it stands to reason that they are more likely to also focus on paediatrics, 
where it is reported that they more frequently claim to treat non-MSK conditions relating to 
children. There were no statistically significant differences noted for practice size with 
regards to constipation/digestive problems.  
 
5.5.2 Practice location  
The results of this research study revealed that there was a small statistical association 
between practice location in relation to the frequency of reporting in one of the top five non-
musculoskeletal website claims: 
 
• Practices in Gauteng more frequently reported cases of constipation/digestive 
problems. A small statistically significant difference between provinces in terms of the 





There was no significant association between South African provinces and colic, 
insomnia/unease/discontent (in children), problems with sucking/breastfeeding (in children), 
and otitis media/ear infection (in children). Gauteng practices reported the most frequent 
non-MSK childhood condition claims compared to other provinces. Despite apparent 
differences in presence between provinces, there was insufficient evidence to say that the 
gap is of significant statistical difference.  
 
5.5.3 Special clinical focus  
No significant association between paediatrics, sport or family practice regarding any of the 
top five non-musculoskeletal website claims was noted. All of the top five non-MSK website 
claims were reported at greater rates by practices that specified paediatrics as a special 
clinical focus. Despite the apparent difference in presence between fields of special clinical 
focus, there is insufficient evidence to say that the gap is of significant statistical difference. 
As the top five non-MSK website claims primarily involve children, it is understandable that 
practices which focus on paediatrics would report treating these conditions at a greater rate.   
 
5.5.4 Educational background 
No significant association between the University of Johannesburg and the Durban 
University of Technology regarding any of the top five non-musculoskeletal website claims 
was noted. All of the top five non-MSK website claims, except otitis media/ear infections 
were reported at greater rates by practices stating education background from the University 
of Johannesburg. Despite the apparent difference in presence between education 
institutions, there is insufficient evidence to say that the gap is of significant statistical 
difference.  
 
5.5.5 Medical aid reimbursement and coverage  
No significant association between yes and no answers for medical aid reimbursement and 
coverage regarding any of the top five non-musculoskeletal website claims was noted. All of 
the top five non-MSK website claims, except otitis media/ear infections, were reported at 
greater rates by practices that offered medical aid reimbursement or coverage compared to 
those who stated that they did not. Despite the apparent difference in presence between yes 




5.6 Conclusion  
This chapter discussed the nature of results reported under each practice characteristic 
surveyed. In addition, using the available data, comparisons between practice 
characteristics and non-MSK website claims were drawn. Deductive reasoning was applied 
to statistically significant findings, including trends seen in non-statistical findings. Thus, it is 
clear how South African website relating to claims differ compared to other countries such 
as Denmark and Canada, despite several similarities between the survey studies. The points 
of discussion from this chapter will be used to talk through concluding findings and determine 



























CHAPTER 6: CONCLUSION AND RECOMMENDATIONS   
 
6.1 Introduction  
The research study was based on the recent Denmark study conducted by Jensen et al., 
(2020). Similar research parameters and survey designs were followed. The aim of this study 
was to study website claims related to diagnosis and treatment of non-musculoskeletal 
conditions along with any clarifying explanation, adequately justifying the claim. The study 
found a total of 524 claims from 158 websites. The overwhelming majority had either absent 
or inadequate musculoskeletal explanations to justify the claims. South Africa reported lower 
frequencies of musculoskeletal website claims compared to Denmark, but with a greater 
incidence of inadequate musculoskeletal evidence to support the claims.  Specifically, 
websites reported a greater incidence of non-musculoskeletal conditions referring to 
children, totalling 295, with less than a fifth providing adequate explanations in line with 
chiropractic scope of practice. 
 
The secondary aims of the research were to investigate any correlations between the 
prevalence of website claims and the following practice characteristics: access to medical 
aid reimbursement or coverage, geographic location, number of chiropractors, country of 
education and special clinical focus of the chiropractor(s). The five most prevalent website 
claims were identified: colic, constipation/digestive problems, insomnia/unease/discontent, 
problems with sucking/breastfeeding (in children), and otitis media/ear infection (in children). 
The five most frequent website claims were then used in crosstabulations with practice 
characteristics to reveal any trends and associations. Only small statistically significant 
differences were found between variables examined. Differences between practice sizes in 
terms of colic, insomnia/unease/discontent (in children), problems with 
sucking/breastfeeding (in children), and otitis media/ear infection (in children), where large 
practices reported more claims were noted. Differences between practice locations and 
constipation/digestive problems, where Gauteng more frequently reported cases of 
constipation/digestive problems were also seen. There were no statistically significant 
findings reported for special clinical focus, educational background, or medical aid 






The world is currently undergoing the fourth industrial revolution, and the chiropractic 
profession has yet to develop and modernise its legislation and guidelines on internet 
promotion and advertising practices.  This makes it vulnerable to exploitation and challenges 
which can damage the image of the profession.  
 
It is clear that from the education mission statement signed by a majority of ECCE accredited 
education institutions, and the movement by the mass of the professional body, that 
chiropractic is moving with a greater focus towards realising evidence-based practice. The 
practice of misplaced or unprofessional promotion and advertising slanders the good 
standing of the professional and its progress. Therefore, structures and tools need to be 
utilised to address these issues and improve compliance.  
 
Taking a cue from the College of Chiropractors of British Columbia who implemented internet 
analytics to regulate registrants- with excellent compliance results, regulators of the 
profession in South Africa should consider implementing similar analytic tools applied by 
Kawchuk, et al., (2020) in Canada. This would allow for the specific identification and 
convenient review of website content. Moreover, the impact of strict oversight and 
enforcement of compliance could embolden the evidence-based stance and more crucially, 
the practice of the profession, through the associations, and regulators.  
 
These 21st-century tools could revolutionise the way regulators function by allowing greater 
real-time insight into advertising behaviour and the state of compliance. Consequently, it 
could enable the optimal exercise of regulatory functions. This would improve the public and 
interprofessional perception of chiropractic which would be seen as aligning increasingly with 
the evidence-based medical field; also, it may potentially help mitigate any medicolegal 
challenge of unfounded claims.  
 
It can be recommended that the chiropractic profession in South Africa would benefit from 
establishing internet and website advertising guidelines to limit mention of non-




specify the need for adequate musculoskeletal based explanations to be provided alongside, 
to contextualise statements in terms of evidence-based practice.  
 
The Chiropractic Association of South Africa and other professional associations should 
review the growing body of evidence on unsupported website claims from countries despite 
being regulated. This would hopefully lead to the conclusion that there is a clear need for 
strict evidence-driven online advertising guidelines. The organisations can educate and 
encourage members to follow these, whilst the regulators can mandate these guidelines. 
These steps would promote and enforce a change in online advertising behaviour.  
 
6.3 Limitations  
The following limitations were noted during the process of research and in the conclusion of 
findings:  
• There is no single or recognised established source for identifying the number and 
links of all chiropractic websites in South Africa. Therefore, it is possible that not all 
websites were captured for administering the survey.  
• Only the top five non-musculoskeletal claims were investigated using 
crosstabulations. The low frequency of specific website claims meant that not all 
crosstabulations were carried out. Therefore, data about less reported claims was 
not revealed, which neglected to show potential trends which could have been 
reviewed.   
• Interpretation of the adequacy of website claims is up to interpretation by the 
researcher and supervisor, in terms of the scope they were reviewed under and the 
reference statements used. Therefore, despite a process of review utilised, the risk 
of subjective bias or misinterpretation remained.   
• The findings recorded at the time of the survey may not reflect current or future 
chiropractic websites in South Africa. This is because chiropractors may update or 
change details on their websites, or website domains may go offline as websites 







6.4 Recommendations  
The following recommendations are made for further research studies to increase evidence 
and enhance the profession, pertaining to:  
1. Studying which professional affiliations chiropractors belong to and their stance on 
evidence-based practice, the subluxation model and treatment of non-
musculoskeletal conditions. This would generate a better understanding of the 
ideological beliefs of individual practitioners and the groups or associations they 
belong to with regards to philosophical relevance.  
2. Replicating this cross-sectional study with further exploration of practice parameters 
about non-musculoskeletal claims, such as whether practices are multidisciplinary 
or not and specifying the other professions. Plus, what services are offered 
(referencing scope of practice) or available on the practice premises.  
3. A cross-sectional study of South African chiropractic websites to research whether 
chiropractors hold the adequate training (attended courses, workshops, seminars) 
or qualifications, in areas they claim to have a special clinical focus in.  
4. A cross-sectional study of South African chiropractic websites on whether 
musculoskeletal and non-musculoskeletal symptom and diagnosis claims are linked 
to subluxation or the subluxation complex.   
5. A systematic review of research available on online advertising guidelines in a 
chiropractic context.  
6. Qualitative survey to investigate chiropractic perceptions on their understanding and 
behaviour regarding online advertising with reference to current evidence and 
guidelines. This study would help to determine the attitudes towards online 
advertising.  
7. A cross-sectional study of South African chiropractic social media regarding claims 
related to diagnosis and treatment of non-musculoskeletal conditions. These could 
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